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Management of Placenta Previa 
and Placenta Abruptio 


JOSE RAMIREZ OLIVELLA, M.D. 
With the Collaboration of Hector Rocamora, M.D., and Carlos M. Tabares, M.D. 
HAVANA, CUBA 


LACENTA previa, also called low 

insertion of the placenta, with vary- 

ing modifications and degrees, and 
placenta abruptio make up two great chap- 
ters in the study of uterine dystocias of 
ovular origin. These two complications are 
of great concern to all obstetricians, and 
greatly endanger the lives of expectant 
mothers. 


_— 


: From the Department of Obstetrics, Maternidad Mu- 
Nicipal de la Habana (Dr. Olivella, chief; Dr. Roca- 
mora, obstetrical surgeon; Dr. Tabares, associate). 


NOTE: This paper was especially prepared for the 
Brooke Bland Memorial Number, but arrived too late 
for inclusion. (Editor) 


The question of how these two compli- 
cations should be managed has been for a 
long time one of the problems most widely 
discussed in obstetrical forums. Some au- 
thorities are in favor of the conservative 
or expectant management; others of equal 
ability favor the immediate termination of 
pregnancy by either the vaginal or the ab- 
dominal route. 

Our conclusions on these two complica- 
tions are drawn from twenty-seven years of 
practice and are based on over 20,000 cases 
studied in the space of five years. The re- 
sults obtained with the different methods of 
management have been very carefully tabu- 
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lated in the following statistics. The statis- 
tics and their significance have been widely 
discussed from every angle at the bimonth- 
ly medical meetings of the obstetrical staff 
of our institution. On the conclusions 
drawn from this study we now base the 
routine management of these cases at the 
Maternidad. Dr. Hector Rocamora, obstet- 
rical surgeon to the Maternidad, was in 
charge of compiling the data on placenta 
previa. The study of the statistics on pla- 
centa abruptio was in the hands of Dr. Car- 
los M. Tabares, associate in obstetrics to the 
same clinic. 


PLACENTA PREVIA 


The cases here presented include all de- 
liveries at our institution from January 1, 
1934, to June 3, 1938. Out of 19,278 pa- 
tients delivered between these dates, 82 pre- 
sented hemorrhage due to placenta previa, 
giving us a percentage of .42, that is, about 
1 out of every 250 births. 

Of the 82 cases 48 were delivered by the 
vaginal route (58 per cent); 34 were de- 
livered by the abdominal route (41 per 
cent). As to parity, there were 9 primiparas 
(10.97 per cent) and 73 multiparas (89.02 
per cent). Other statistics follow: 


Period of Gestation When Accident Occurred 


Cote Og i co. re 8 ( 9.75%) 

oe eC eS 19 (23.17%) 
ge Oe a a iS 19 (23.17%) 
PE SMIMON oc bss bbs oh' sive Gace s<auinios ose" MOOD 


(46 premature fetuses or 59%) 


Types of Insertion of Placenta 


ROptRrN PNBPIERON G ong 50054 ss5u0s5a05aa0 5 ( 6.09%) 
Marginal insertion....................-d1 (31.80%) 
Gemtral ANCOMPIEtE...5.. 66s sc ccs ccs ceens 16 (19.51%) 
Gentiva SOOMDIBGC 6... 6 occis ween ews cs ve 30 (36.50% ) 


Method According to Type of Insertion 


5 lateral insertions obstetric..... 5 (100%) 
31 marginal insertions \ cnr niny rie ee . Nera) 
16 central incomplete \ pee aie ie 4 on) 
30 central complete { sete ewes R reeee 





Method According to Parity 


a SJ obstetric... 3 (33.33%) 

9 primiparas \ surgical ...... 6 (66.66% ) 

. . J obstetric..... 45 (61.64%) 

73 multiparas L. surgical...... 28 (38.35%) 
Results of Obstetric Methods in Primiparas 

I dateral Gnsertions..; <s6cseccasced 0 dead fetus (0%) 

2 marginal insertions......... 2 dead fetuses (100%) 


Results of Type of Intervention 
OE a BO cree) 1 dead fetus 
1 dead fetus 
1 rupture of membranes, 8th month..... 1 live fetus 


(Fetal mortality rate, 50%; maternal mortality rate, 


0%.) 


Results of Surgical Methods in Primiparas 


1 central incomplete insertion.............. live fetus 
5 central complete insertions.............. live fetus 
Hours of State of Previous 
Type of Section Labor Cervix Exam. 
Classical cesarean... 4 effaced 2 
Low cesarean....... beginning intact 
Low cesarean....... beginning intact 1 
Low cesarean....... intact 2 
Marruz-Vilalta..... 0 intact 1 
Marruz-Vilalta..... 0 intact 5 


(Fetal mortality with surgical methods, 0%; mater- 
nal mortality, 0%.) 


ANALYSIS OF OBSTETRIC METHOD IN PRIMIPARAS 


Artificial Rupture of Membranes (19 cases, 42.22%) 


3 lateral insertions........ 4 dead fetus (55.33%) 
13 marginal insertions...... 4 dead fetuses (69.25%) 
2 central incomplete....... 1 dead fetus (50%) 
1 central complete......... 1 dead fetus (100%) 
Total fetal mortality rate.................... 63.15% 
Fetal mortality rate exclusive of 3 fetuses 

dead before intervention...................52.94% 
Maternal mortality rate...................... 5.25% 


Braxton-Hicks Followed by Spontaneous Delivery 
(9 cases, 20%) 


4 marginal insertions........ 4 dead fetuses (100%) 
2 central incomplete.......... 1 dead fetus ( 50%) 
2 central complete........... 2 dead fetuses (100%) 


(One mother died of puerperal infection, giving a 
maternal mortality rate of 11.11% for this group.) 


Internal Version and Spontaneous Delivery 
(4 cases, 8.88%) 


2 marginal insertions........ 1 dead fetus ( 50%) 
2 central complete........... 2 dead fetuses (100%) 
Motal tetal wnortality Tate. ..260 06. sees ee voces sls 75% 
Pure mortality rate (1 fetus dead before 
TTR EY SELECT ae ae ne oe oe 66.66% 
Maternal MoOrtalify: Late... ck6ec boc oa cdseeeeee 0% 
Extraction (4 cases, 8.88%) 
1 marginal insertion................. mortality 100% 
1 central complete............. fetal mortality 100% 
2 central incomplete............ fetal mortality 100% 
Total fetal mortality rate........3.....0cc0cee- 100% 


Total maternal mortality rate...............00- 0% 
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Internal Version Followed by Extraction 
(2 cases, 4.44%) 


2 marginal insertions........ 2 dead fetuses (100%) 
Material’ mortality TACs ..i vs cpa paw eens eens 0% 


External Version Followed by Extraction 
(1 case, 2.22%) 


fomarginal. MseriOn... 6.00664 1 dead fetus( (100%) 
MIGUCHMal INGtaAlity, Tate suis wis cecccsesdsies ole w'ees 26-6 0% 


Braxton-Hicks Followed by Extraction 
_ (1 case, 2.22%) 
1 marginal insertion........... 1 dead fetus (100%) 
Material Mortality. fates ics s-o. ods eee caslite ed 0% 


W. Gaus Method (1 case, 2.22%) 


1 marginal insertion........... 1 dead fetus (100%) 
Material MOLaty TACO bss cies cewerees eee ce ss 0% 


Champetier-Balloon Followed by Internal Version 
(1 case, 2.22%) 


1 marginal insertion........... 1 dead fetus (100%) 
Maternal Mortality Tats ..<6. 6466s card cs swicewins 100% 


Extraction Followed by Craniotomy 
1 central complete............. 1 dead fetus (100%) 
Maternal Mortality Tats is 2.566ss%ic caw eects beawal 0% 


Rupture of Membrane Followed by Forceps 
(1 case, 2.22%) 
Ni lateral “WSELtiON:. . .66666 6.466 1 dead fetus (100%) 
MMCCIAAl INOPTANLY TALC s.c.0 6.035.000 v.05 0 oe ey eee 0% 


Forceps (1 case, 2.22%) 
1 central incomplete........... 1 dead fetus (100%) 
Paettertial AMOrtaty TAC. 5 6s sive ceaweew dusters 0% 


Pure Mortality Rate with Obstetrical Methods* 
Rupture of membranes and spontaneous 


MEE oft oe ea AG ete ache Arcge sreuids 6 & 52.94% 
Braxton-Hicks followed by spontaneous 

MEE oces yee wale Aine BIR hee woke ae 71.43% 
Internal version and spontaneous delivery... 75.00% 
LL 2/0) Coa 100.00% 
Internal version followed by extraction..... 100.00% 
Braxton-Hicks followed by extraction...... 100.00% 


External version followed by extraction. ...100.00% 
Champetier-Balloon followed by extraction. .100.00% 
Rupture of membranes and forceps......... 100.00% 
SEPT ST arcs fotavt vat epee oraveiseniatavadssbsiigvane's 100.00% 


*Exclusive of fetuses dead before intervention and 
premature babies. 


tMethod giving best results. 


RESUME oF Opsstetric METHODS IN MULTIPARAS 
(45 Cases, 61.54%) 


4 lateral inser- 


ae 8.88% 2 dead fetuses.. 50.00% 
26 marginal in- 

sertions........57.77% 21 dead fetuses.. 80.00% 
8 central in- 

complete....... 17.77% 5 dead fetuses... 62.50% 
7 central com- 

Re See ee 15.55% 7 dead fetuses. .100.00% 
otal mortality rate. ......0....scee00. 35 (77.77%) 


Mortality rate exclusive of 7 fetuses dead 
before intervention and 4 premature babies. 70.58% 


Maternal mortality rate (1 hemorrhage, 1 
SGPUIGCHNI A) o oiivorshssies, cy ele oenicre oa b eeaimee 2 (4.44%) 


RESULTS OF SURGICAL MANAGEMENT IN MULTIPARAS 
(28 Cases, 38.35%) 


3 marginal insertions...... 0 dead fetus (0%) 
7 central incomplete....... 2 dead fetuses (28.57%) 
18 central complete......... 7 dead fetuses (38.88%) 


Analysis of Surgical Methods 
9 classical cesarean 


SECUIMIB esc crek eoakees 2 dead mothers* (22.22%) 
7 Marruz-Vilalta 

COSAMCHMON 5 bo. 5-5.c8o 5500.5 0 dead mother (0%) 
11 low transperitoneal 

COSANORTE so 5c ois in 1 dead mother + (9.09%) 
1 Pollack cesarean...... 0 dead mother (0%) 


*] from hemorrhage 3 hours after operation; 1 from 
shock 24 hours after operation. Excluding case of 
hemorrhage, because due to a blood dyscrasia, mor- 
tality rate becomes 11.11%. 

+Death due to uterine gangrene. 


Résumé of Surgical Methods 


Lotal fetal mortality... 9 out of 28 (32.14%) 

Mortality excluding 1 fetus dead before inter- 
vention and 1 premature baby.............. 26.92% 

Matethal mottality f£ate. <...o60s6<6c6 600% 3 (10.71%) 


RESUME OF STATISTICS AS A WHOLE 


Maternal Mortality 
At this clinic we have treated 82 cases of hemor- 
rhage resulting from placenta previa. Of these 5 died, 
giving a maternal mortality rate of 6.09%: 


ROR eral SEUSIES « c:cc5-c00 «ee6se 2 deaths (40%) 
FRCIIOCENAIC 05505 5-040 d ease ves 2 deaths (40%) 
Myocarditis in 24 hours......... 1 death (20%) 
Obstetrical methods........... 2 deaths (4.16%) 
Surgical methods.............. 3 deaths (8.82%) 


Fetal Mortality 
Of the 82 fetuses delivered 46 died. Of these 46 we 
must eliminate 14 fetuses dead before intervention and 
premature babies. This leaves 32 dead fetuses and a 
pure mortality rate of 47.05%: 


Obstetrical 

methods...... 25 dead fetuses in 36 cases (69.44%) 
Surgical 

methods...... 7 dead fetuses in 32 cases (21.87%) 


Fetal Mortality Rate and Time of Gestation 


GUC Co eM TSMOTAE TS cco ax) essod sold oo pear ere ern 100% 
PRU AO SREP ATIONSR UES <6 Ses Seles cee bb Ukbe butte nabs 73.6% 
SURE ECs PREP RTPMO EIEN Ric oes cal vacd'erseeslas beave oaids.o eine 63.1% 
1h viget? 7 111) Lea ea es mp ent@ NERA Bf 26.1% 
Pure Maternal Mortality Rate 
9 classical Cesareanss) ccc cdeisscci ccs 1 death (11%) 
14 low transperitoneal cesareans..... 1 death ( 7%) 
9 Marruz-Vilalta cesareans......... 0 death ( 0%) 
DP OPOUACK: CORATOCAD o0 5. llciae iis seed 0 death ( 0%) 
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ANALYSIS OF DATA ON PLACENTA PREVIA 

The first thing to be noted is the relative 
infrequency of placenta previa. This may 
be due to the fact that in this study only 
frank cases of placenta previa were con- 
sidered, not the borderline cases of low im- 
plantation of the placenta. 

The incidence of this complication in 
multiparas and the interruption of gestation 
at a rather early period explain the many 
premature fetuses and the very grave fetal 
prognosis, almost a 100 per cent mortality 
rate. 

In regard to the frequency of the differ- 
ent types of ie previa, our results 
differ slightly from those recorded in other 
countries, since we found the lateral type 
to be the least frequent. This may be ex- 
plained by the fact that low insertions of 
the placenta which did not produce alarm- 
ing hemorrhage were not included by us 
under the classification of placenta previa. 
The marginal type was the most common, 
with the central complete type following 
closely after it. This may be explained by 
the fact that when examinations were made, 
the cervix was only slightly dilated. If we 
had waited, some of these central complete 
cases might have proved to be central in- 
complete. 

The excellent results obtained justify our 
policy of not generalizing the method of 
treatment, but of being guided by the cir- 
cumstances of each individual case. 

A study of the statistics reveals that those 
cases in which surgery was used were, gen- 
erally speaking, those with complete ob- 
struction. The less the amount of obstruc- 
tion, the less tendency on our part to use 
surgery, and the simpler our method of 
treatment. 

As regards multiparity, our views are 
very definite. We use obstetric methods al- 
most exclusively in multiparas, while we 
invariably use the abdominal route in pri- 
miparas. In examining our statistics, it will 
be noted that 3 of our primiparas were de- 
livered by the vaginal route. This was due 








to the fact that when these patients came 
to us the cervix had dilated to such an ex- 
tent that it made the use of the abdominal 
route very dangerous to the patient. 

In the treatment of placenta previa with 
abundant hemorrhage in multiparas, we 
have adopted the vaginal route in prefer- 
ence to the abdominal route. Rupture of 
the membranes has given us excellent re- 
sults; because of its simplicity, we prefer 
this to any other procedure in multiparas. 
It also gives the best results as far as the 
life of the fetus is concerned; as can be seen 
by the statistics, we have also used the Brax- 
ton-Hicks method and internal version, 
followed by spontaneous delivery. 

The fetal mortality varied according to 
the type of insertion of the placenta and 
the method of treatment. The vaginal route 
gave a fetal mortality rate of 100 per cent, 
while the use of the abdominal section gave 
a mortality of only 38.88 per cent. 

Surgical methods in multiparas were em- 
ployed because of the intensity of the hem- 
orrhage, central complete insertions of the 
placenta and the viability of the fetus. The 
degree of cervical dilatation was also a very 
influential factor. Only 2 patients were 
operated on with 5 cm. dilatation; 4 with 
3 cm.; 22 before dilatation started. This 
last group was operated on at the very be- 
ginning of labor. 

Among the surgical methods used, the 
low transperitoneal cesarean was the most 
commonly employed. At times the low 
extraperitoneal cesarean was used, and very 
rarely the classical cesarean. 

Our results as far as maternal mortality 
is concerned do not differ from those of 
other lying-in clinics. We believe our low 
mortality rate to be due to the fact that we 
did not use artificial dilatation or forcible 
extraction, which are responsible in so 
many cases for rupture of the lower uter- 
ine segment. 

Regarding the 5 patients we were un- 
fortunate to lose, may we remind the read- 
er that 2 died from hemorrhage, 2 from in- 

























fection and 1 from surgical shock, which 
ives a high percentage for hemorrhage and 
infection. Of these fatalities, 2 were man- 
aged by obstetrical methods, giving for this 
method of treatment a maternal mortality 
of 4.16 per cent; the remaining 3 under- 
went surgical procedures, giving a maternal 
mortality rate of 8.82 per cent. From this 
last group we should exclude a patient who 
was a victim of a blood dyscrasia and died 
from hemorrhage three hours after opera- 
tion. Her blood, in vivo, had not coagu- 
lated after a twenty-four hour period. This 
reduces the maternal mortality rate to 6 per 
cent. 

We are brought to the conclusion that 
we must be on our guard against the use 
of abdominal section in cases of placenta 
previa. Although it gives a lower percent- 
age of fetal fatalities, it gives a higher ma- 
ternal mortality rate. The obstetric meth- 
ods, especially in multiparas, give a much 
better prognosis for the mother, and the 
fetal mortality rate by this method is not 
so low as to justify endangering the moth- 
er’s life. 


CONCLUSIONS AS TO PLACENTA PREVIA 


a 


1. Grave hemorrhage due to placenta 
previa has been, in our clinic, relatively 
rare—I case in 250. 

2. It is more frequent in multiparas, the 
number of stillborn amounting to 50 per 
cent. 

3. The marginal variety was found most 
commonly in our study (37.8 per cent), 
with the central complete variety follow- 
ing closely after (36.58 per cent). 

4. The route to be followed, abdominal 
or vaginal, depends on the intensity of the 
hemorrhage, the type of placental insertion, 
the viability of the fetus, the degree of cer- 
vical dilatation when the accident occurs 
and the parity. 

5. The surgical methods gave the best 
results in primiparas as far as the lives of 
both mother and fetus were concerned. 

6. Rupture of the membranes served us 
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the best in the case of multiparas. 

7. Classical cesarean section gave the 
poorest results (11.11 per cent mortality). 

8. In infected cases, according to Coen’s 
classification, the best results were obtained 
by the Marruz-Vilalta cesarean. 

g. Obstetrical methods gave the best re- 
sults with multiparas (4.16 per cent mor- 
tality). 

10. The fetal mortality rate is higher with 
obstetrical methods (69.44 per cent) than 
with surgery (21.87 per cent). 

11. The fetal mortality rate is in inverse 
proportion to the age of gestation and in 
direct proportion to the degree of insertion 
—the lower the insertion the higher the 
mortality rate. 

12. Infection and hemorrhage are respon- 
sible for the greater number of deaths. 

13. When the membranes are easily ac- 
cessible, their ample rupture offers the best 
results, always supposing the necessary 
asepsis is observed. If, notwithstanding ade- 
quate rupture, the hemorrhage continues, 
steps should be taken to deliver the fetus 
immediately, by either the vaginal or the 
abdominal route, the former being greatly 
preferred by the author. 


PLACENTA ABRUPTIO 


The statistics presented here represent 
a review of 21,273 cases delivered at the 
Maternidad Municipal de la Habana from 
August 15, 1933, to August 15, 1938. In 
this number of deliveries only 30 cases of 
placenta abruptio were found. 

We shall first present the general statis- 
tics and later take each group in detail. 


GENERAL STATISTICS 


(Cases Delivered, 21,273) 


Cases of placenta abruptio..............30 (0.14%) 
Cases of maternal mortality............ 0 (0.00%) 
Cases of maternal morbidity............ 7 (23.33%) 
Cases of fetal mortality............... 28 (93.33%) 
Cases occurring in multiparas........... 25 (83.33%) 
Cases occurring in primiparas.......... 5 (16.66%) 
Cases occurring about 7th month of 

ROR UONOY ions ck oe When ache eoneled 25 (88.33%) 


Cases occurring before 7th month of 
PUCURMNON he ccice ads Siostceeesccetes 5 (16.66%) 
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Cases occurring in White patients pianos 11 (36.66% ) 
Cases occurring in Negro patients...... 19 (63.33%) 
Cases with tetanic contractions of uterus.20 (66.66%) 
Cases with increased uterine tonus...... 10 (33.33%) 
Cases with constant pain. .....2....4... 21 (70.00%) 
Cases with intermittent pain............ 9 (30%) 
Cases with discrete external 

SUT € 11 2 a a A nO ae 11 (36.66%) 
Cases with abundant external 

HNUMIGINMARER oy oie sccekr cee eae: 5 (16.66%) 
Cases with slight external hemorrhage.. 8 (26.66%) 
Cases with no external hemorrhage.... 6 (20%) 
GRRE Serahe EUINO cise eco 4 sos aks asoaue 10 (33.33%) 
Cases with shock and anemia........... 4 (13.33%) 
Cases with good general condition...... 16 (53.33%) 
Cases with audible fetal heart.......... 26 (86.66% ) 
Cases without audible fetal heart........ 4 (13.33%) 


GROUP STATISTICS 


24 Patients Given Blood Pressure Readings 


Cases with hypertension................. 11 (45.8%) 
Cases with hypotension. ............¢6606 8 (33.3%) 
Cases with normal pressure.............. 5 (20.8%) 


10 Patients Given Urinalysis 
Cases with albuminuria and cylindruria....9 (90%) 
Cases avith nortiial Urine ........5..066.000600% 1 (10%) 


11 Patients Given Serologic Examination 


RWC MOP ANNIE) Sb coe cee ose iis low stae 1 (9%) 
GMINU Esa 65 s6 tN iid dw cw an Goes e ae ous ealee 10 (90%) 
18 Patients in Whom Pulse Reading Was Taken 
PER WVR NOs ooics «sh oka SRA Soon eves 11 (61.1%) 
PUBOPISEIOW BIND dco cewans ve seiciessieiies 7 (38.8%) 


Deliveries by Vaginal Route (21 or 70%) 


Medical induction: (1) Artificial rupture of the 
membranes, 10 cases (47.6%). (2) Artificial rupture 
of the membranes and antispasmodics, 5 cases (23.7%). 

— rupture of the membranes: 2 cases 
(9. 5%). 

Obstetrical interference : (1) Artificial rupture of 
the membranes, digital dilatation, cran‘oclasia, 1 case 
(4.7%). (2) Artificial rupture of the membranes and 
digital dilatation, 2 cases (9.5%). (3) Spontaneous 
rupture of the membranes, digital dilatation, forceps, 
1 case (4.7%). 

Average stay in hospital: 6 days. 

Maternal mortality: 0. 

Maternal morbidity: 3 cases (14.2%). 

Fetal mortality: 19 cases (90.4%). 

Of the 21 cases in this group, 1 was followed by a 
hysterectomy, on account of uncontrollable hemor- 
rhage (4.7%). 

Of these 21 cases, 6 were treated by uterine pack- 
ing for hemorrhage (29%). 


Deliveries by the Abdominal Route (9 or 30%) 


SGU IMMUNMNIMRID Did os. 5 Sow k ca a oso 6d ds Dea Slew 4 (44.4%) 
SMES PAMMEMNOUNG 3 sos 3505) 05 dc aie eee cnwe 4 (44.4%) 
LORMMMITRE NSUBRUIORID oo o's osu cs. 09 sbain in 20.0 aie ed 1 (11.1%) 
DOMISNTA!” MOKIANTY.< 656s ois sis putea cas 

ERIN EIR! SIONPIIUY <5 510.5 4/0.6.0'5.5.4 05.0004 wie 4 (44.4%) 
USS BE OS [Laan re ee og a 9 (100%) 


Average stay in the hospital............... 1344 days 


Treatment According to Years 


1933-34 1 case vaginal route 

1934-35 5 cases ; a ca (40%) 
1935-36 G cases 5 Stninal route (30%) 
1936-37 9 cases 3 opal (33.3%) 
1957-3 Scans yagimal come, (OE 


Results According to Years 


1934-35 2 cases 2 hysterectomy (100%) 
1935-36 3 cases 1 hysterectomy (33.1%) 
1936-37 3 cases 1 hysterectomy (33.1%) 
1937-38 1 case 0) hysterectomy 


ANALYSIS OF DATA ON PLACENTA ABRUPTIO 


The occurrence of placenta abruptio in 
30 out of 21,273 cases is in harmony with 
the statistics published by other lying-in 
clinics, which fluctuate around 0.14 per 
cent. 

Our maternal mortality rate in this grave 
obstetrical complication has been oper 
cent. Compared with statistics from other 
countries, this figure is the best obtained. 
Boero in 1921 gave a mortality rate of 13 
per cent. In more recent surveys, for ex- 
ample, that by Barchet, a mortality rate of 
11.1 per cent was given; Lieven quotes it at 
6.25 per cent, and Pankow at 3.1 per cent. 

The fetal mortality in our survey was 
93-3 per cent. This high fetal mortality rate 
is understandable when one realizes that 
placenta abruptio gravely alters and later 
interrupts the fetal-maternal interchange 
of products, thus making the obtaining of 
a viable fetus practically impossible. 

This complication presented itself more 
commonly in multiparas and in the last 
third of pregnancy (83.3 per cent). This 
agrees with the statistics of other clinics. 

In regard to race, it is interesting to note 
that 63 per cent of our cases occurred in 
negroes. This is especially significant since 
the percentage of negro patients in our 
clinic is relatively small. 

As to symptomatology, the symptoms 
most constantly found in our patients were 
the following: tetanic-like uterine contrac- 
tions, 66 per cent; constant pain, 70 per 
cent; discrete external hemorrhage, 36.6 
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per cent. On these three symptoms we 
based our clinical diagnosis of this condi- 
tion. In some patients, however, we con- 
firmed our clinical diagnosis by means of 
urinalysis for the elements found in the 
toxemias of pregnancy. 

It is well to observe that in none of our 
30 cases was trauma the etiological factor. 
We believe this is due to the fact that wom- 
en in this country are not obliged to do 
work in which they might be exposed to 


abdominal accidents. Nor have we _ ob-. 


served the coincidence of this obstetrical 
complication with eclampsia, as noted by 
Keller of Strassburg, who in 27 cases found 
5 in which these two complications coin- 


cided. 


The gynecologic history of our patients 
played no part in the etiology of placenta 
abruptio, neither did syphilis, since in 11 of 
our cases in which serological investiga- 
tion was made, syphilis appeared in only 1. 

From the study of our statistics we can 
deduce an intimate relationship between 
placenta abruptio and the toxemuas of preg- 
nancy, since definite evidence of renal 
pathology was found in g out of the ro 
cases in which urinalyses were made. Of 
24 cases in which the blood pressure was 
taken, hypertension was found in 45.8 per 
cent. It is of extreme importance to note 
that in many cases the blood pressure was 
taken while the patient was in a mild state 
of shock, which, of course, explains the low 
percentage of hypertension. 

The pulse rate in this condition is, we 
believe, no aid in diagnosis. Some patients 
with intense hemorrhage and, therefore, 
grave anemia showed a pulse rate which 
fluctuated between 70 and go; other pa- 
tients in rather good general condition 
showed a pulse rate of over 100. 

As to the treatment of this complication, 
we obtained the best results by the vaginal 
route. Artificial rupture of the membranes 
in some cases and the use of antispasmodics 
in others gave rather good results, for which 


reason they were used in 71.3 per cent of 
our cases. The expectant treatment was 
used in 9.5 per cent; active obstetrical inter- 
ference in 16.1 per cent. 

It is of interest to note that when medi- 
cal induction was used, in spite of the te- 
tanic state of the uterus, the cervix uteri 
dilated rather rapidly. It is well to remem- 
ber, in conjunction with this fact, that 
“lightning delivery” in these cases is not at 
all uncommon. 

Of the 21 cases treated by medical in- 
duction, only 1 had to be completed by the 
abdominal route with a mutilating opera- 
tion (hysterectomy) on account of uncon- 
trollable hemorrhage (a percentage of 
4-75). In 6 cases uterine packing was used 
to control postpartum hemorrhage, which 
appeared in 29 per cent of the cases. In 2 
of these 6 cases the hemorrhage continued 
and ceased only when the pack was re- 
moved. 

From the above findings we deduce that 
postpartum hemorrhage in placenta abrup- 
tio can, in the majority of cases, be con- 
trolled by intrauterine packing and the use 
of oxytocics. Amputation of the uterus, 
therefore, is unnecessary, if not contraindi- 
cated. 

All the patients made an uneventful re- 
covery, giving a maternal mortality of o 
per cent; the morbidity was 14.2 per cent. 

In the 9 cases (30 per cent) treated by 
the abdominal route, the following technics 
were used: low cesarean in 4 cases (44.4 
per cent); Porro cesarean in 4 (44.4 per 
cent); in 1 case only, because of special 
surgical RA the classical cesarean 
section (11.1 per cent). 

All the cases treated surgically also made 
a good recovery, with no mortality; the 
morbidity, however, was 44.4 per cent, 
which is much higher than the morbidity 
in cases treated medically (14.2 per cent). 
The fetal mortality rate of 100 per cent 
is quite understandable, since the fetus is 
almost invariably condemned to death be- 
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fore the obstetrician can put into effect the 
necessary treatment. 

If we make a comparative study of the 
methods employed in the last four years, 
we observe that in the year 1934-35, 5 Cases 
occurred. Of these, 3 (60 per cent) were 

- treated by the vaginal route and 2 (40 per 
cent) by the abdominal route. In the year 
1935-36, 6 cases occurred. Of these, 3 cases 
were treated by the vaginal route and 3 by 
the abdominal route. In one of these last 3 
cases amputation of the uterus was per- 
formed (33.3 per cent). In the year 1936- 
37, 9 cases occurred, of which 6 (66 per 
cent) were treated by the vaginal route 
and 3 (33.3 per cent) by the abdominal 
route. In this last group 1 amputation of the 
uterus was performed (33 per cent). In the 
last year of our statistical study 9 cases oc- 
curred. Of these, 8 were treated by the 
vaginal route (88 per cent) and 1 by the 
abdominal route (11.9 per cent). In this 
last group no amputation of the uterus was 
performed. 

On the basis of the data given above, our 
department of obstetrics changed its view- 
point toward the radical treatment of pla- 
centa abruptio, until then in favor, and is 
now leaning toward the conservative thera- 
peutic management, which was tried in 70 
per cent of our cases with excellent results. 

This viewpoint agrees with that of the 
last Congress of the French Obstetrical 
School. 


CONCLUSIONS AS TO PLACENTA ABRUPTIO 


1. Our mortality rate in cases of placenta 
abruptio was o per cent. 

2. Our fetal mortality rate was 93.3 per 
cent, which gives a very somber prognosis 
for the life of the fetus in this complication. 

3. Placenta abruptio is more commonly 
found in multiparas. 

4. It occurs almost exclusively in the last 
three months of gestation. 


5. In no case did we find trauma as an 
etiological factor. 
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6. We still consider placenta abruptio 
as a complication of toxic origin and there- 
fore include it in the group of gestosis. 

7. The constant clinical symptoms in the 
course of this complication were three: in- 
creased uterine tone, pain and hemorrhage. 

8. The presence of albuminuria and 
cylindruria may be considered as a diag- 
nostic finding. 

g. The dreadful postpartum hemorrhage, 
whenever found, was easily controlled by 
‘means of intrauterine packs and oxytocics. 

10. The routine use of abdominal section 
in cases of placenta abruptio is much too 
radical and is unnecessary. 

11. The vaginal route, and in this the 
medical induction offered brilliant results, 
is the procedure we are inclined to favor. 

12. In cases where abdominal section is 
chosen, hysterectomy should be the excep- 
tion and not the rule. 


13. We could not demonstrate hormonal 
dysfunction and anaphylactic shock as 
etiological factors, as stated by some other 
authors. 


SUMMARY 


On the basis of detailed statistics con- 
cerning the occurrence of placenta previa 
and placenta abruptio in some 20,000 de- 
liveries, a number of conclusions are drawn. 
Both are rare (placenta previa had an in- 
cidence of .42 per cent, placenta abruptio 
of .14 per cent). Both are more common 
in multiparas. 

As regards placenta previa, surgical meth- 
ods gave the best results in primiparas, ob- 
stetrical in multiparas. Fetal mortality rate 
was higher with obstetrical methods (69 
per cent) than with surgical (21 per cent). 

As regards placenta abruptio, there was 
no maternal mortality, but the fetal mortal- 
ity rate was 93 per cent. Trauma was never 
an etiologic factor; the condition is of toxic 
origin. Abdominal section is too radical; the 
vaginal route, with medical induction, gives 
the best results, 

















RESUME 


Traitement de la placenta previa et de la 

rupture de la placenta 

Sur les bases d’une détaillée statistique in- 
téressante la presence de placenta previa et 
de rupture de la placenta dans presque 20,- 
ooo accouchements, des nombreuses con- 
clusions viennent tirées. Toutes les deux 
sont rares (la placenta previa est présente 
dans 0.42% des cas, la rupture de la pla- 
centa dans 0.14%). Toutes les deux sont 
plus communes dans les multipares. 

Pour ce que regarde la placenta previa les 
méthodes chirurgicales donnerent les meil- 
leurs résultats dans les primipares, les méth- 
odes obstetriques dans les multipares. Le 
pour cent de la mortalité fetale était plus 
haut avec les méthodes obstetriques (60% ) 
qu’avec les méthodes chirurgicales (21%). 

Pour ce que regarde la rupture de la 
placenta, il n’y eut pas de mortalité ma- 
ternelle, mais la mortalité fetale fut de 93%. 
Le trauma ne fut jamais un facteur étio- 
logique; la maladie est d’origine toxique. 
Une incision abdominale est trop radicale, 
la route vaginale avec induction avec de 
méthodes médicales, donne les meilleurs ré- 
sultats. 


ZUSAMMENFASSUNG 


Die Behandlung von Plazenta previa und 
Plazenta abrupta 


E's werden auf Grundlage von detailier- 
ten Statistiken iiber das Auftreten von Pla- 
zenta previa und Plazenta abrupta bei 20,- 
ooo Geburten Schliisse gezogen. Beide sind 
selten (Plazenta previa erscheint in .42 per 
cent, Plazenta abrupta in .14 per cent). 
Beide sind bei Multipara haufiger. 

Was die Plazenta previa betrifft, so geben 
chirurgische Eingrifte die besten Erfolge bei 
Primipara, geburtshilfliche bei Multipara. 
Die Foetale mortalitat war bei den geburt- 
shilflichen Eingriffen hoher (60 per cent) 
als bei den chirurgischen (21 per cent). 

Bei Plazenta abrupta waren keine letalen 
Folgen fiir die Mutter, die foetale Sterblich- 
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keit jedoch war 93 per cent. Trauma war 
nie ein etiologischer Faktor, die Erschein- 
ung geht auf einen toxischen Ursprung zur- 
iick. Kaiserschnitt ist zu radikal; der vagin- 
ale Weg bietet mit Medikation, die besten 
Resultate. 

SUMARIO 


Las manipulaciones en la placenta previa y 
en la ruptura de la placenta 


En las estadisticas llevadas a cabo en 
20,000 partos se ha determinado la frecuen- 
cia de la placenta previa y de la ruptura de 
la placenta; esto ha dado motivo a un num- 
ero de conclusiones. Ambas son raras (la 
placenta previa tuvo una incidencia de 
.42% y la ruptura de la placenta de .14%). 
Ambas son mas comunes en las multiparas. 

Por lo que toca a la placenta previa, los 
métodos quirurgicos dieron sus mejores re- 
sultados en las primiparas y los métodos ob- 
stétricos en las multiparas. El promedio de 
la mortalidad fue mas alto con los métodos 
obstétricos (60%) que con los quirurgicos 
(asr%). 

En cuanto a la ruptura de la placenta no 
hubo mortalidad materna, pero el promedio 
de la mortalidad fetal fue de 93%. El trau- 
ma nunca fue un factor etioldgico; la causa 
fue de origen t6xico. La intervencion por via 
abdominal es demasiado cruenta; la via va- 
ginal es la que ha dado los mejores resulta- 
dos. 

RIASSUNTO 
Trattamento della placenta previa e della 
rottura della placenta 

Sulle basi di una dettagliata statistica ri- 
guardante la presenza di placenta previa ¢ 
di rottura della placenta in circa 20.000 par- 
ti, sono tratte numerose conclusioni. Am- 
bedue sono rare (la placenta previa é pre- 
sente in 0.42% dei casi, la rottura della pla- 
centa in 0.14%). Ambedue sono piu com- 
uni nelle multipare. 

Per quel che riguarda la placenta previa i 
metodi chirurgici diedero i migliori risultati 
nelle primipare, quelli ostetrici nelle multi- 
pare. La percentuale della mortalita fetale 
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era piu alta con i metodi ostetrici (60% ) 
che con i metodi chirurgici (21%). 

Per quel che riguarda la rottura della pla- 
centa non ci fu mortalita materna, ma la 
mortalita fetale fu del 93%. Il trauma non 
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fu mai un fattore etiologico; la malattia é di 
origine tossica. Un’incisione addominale ¢é 
troppo radicale; la via vaginale, con indu- 
zione con mezzi medici, da i migliori risul- 
tat. 


Intrauterine Cyst: Case Report 


M. L. CURTNER, M.D., M.LCS. 


VINCENNES, INDIANA 


HIS case is reported because of its 

rarity. The literature contains re- 

ports of cystic degeneration of in- 
trauterine fibroids, but so tar no cases of 
intrauterine cysts have been recorded. 


Mrs. D. K. M., aged 43 years, consulted me because 
of menorrhagia for the past month. She had been 
married for twenty-two years and had never been 
pregnant. Menstruation began at the age of 14 years, 
and her periods had always been regular. For the last 
three years her periods had been very profuse, lasting 
from ten days to two weeks; for the last six months 





she had been flooding every month. Roentgenograms 
revealed a large tumor, with evidence pointing to the 
presence of fluid. 

The patient was admitted to the hospital on April 
28, 1941. At this time her hemoglobin estimation was 
25 per cent. On May 8, 1941, it was 85 per cent, and 
menstruation had ceased. A preoperative diagnosis of 
intrauterine fibroid with cystic degeneration was made. 
Hysterectomy was performed on May 9, 1941, and 
an intrauterine tumor weighing 5 pounds 11 ounces 
was removed. The uterus was found to be fibrous and 
from 1% to 2 inches thick. The tumor mass con- 
tained about 6 pints of serous fluid, consisting of light 
yellow cystic material, somewhat resembling a hydatid 
mole, floating within the serum, 
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REPORT OF 


Stab Wound of the Heart 


TWO CASES 


FAHRI AREL, M.D., F.I.C.S. 


ISTANBUL, 


URGERY of the heart took its first 
great step in 1897, when Rehn per- 
formed a successful operation for a 
wound of the heart. His success alleviated 
the fear of interfering with this organ sur- 
gically, and operations upon the heart soon 
increased rapidly. Schroder has collected 
600 such cases from the literature to date. 
It is stated that Billroth, the great Austrian 
surgeon, condemned any attempt to suture 
wounds of the heart, but we can be thank- 
ful for the work done by the pioneer sur- 
geons in America, especially Cutler and 
Beck, who have done more heart surgery 
than any surgeons of their time. They have 
successfully performed operations in mitral 
stenosis, coronary sclerosis and other cases. 
These hazardous operations were based on 
experimental work, from which they 
evolved a brilliant technic. However, sur- 
gery of the heart is still accompanied by 
high mortality (42 to 50 per cent), so that 
every observed case, especially in which 
serious complications have resulted in death, 
is a valuable contribution to the literature. 
In the past five years I have operated up- 
on 2 cases of stab wound of the heart. In 
the first case the wound was in the right 
ventricle, in the second case it was in the 
left ventricle. The case histories are as fol- 
lows: 


CASE REPORTS 


Case 1.—On April 20, 1936, a young man, aged 28, 
was stabbed in the right side of the anterior chest 
wall during an altercation. He was brought to the 
clinic in profound shock two hours following the in- 
jury. Examination disclosed a stab wound 1% cm. 
long in the right fifth intercostal space near the ster- 
nal margin. There was free bleeding from the wound. 

e pulse rate was imperceptible, the heart sounds 
were muffled and the cervical veins were distended. 
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TURKEY 


Respiration was rapid and shallow and the skin was 
cold and clammy. 

Operation under ether anesthesia was performed 
immediately, with resection of the fifth rib. Upon 
opening the right pleura, a small quantity of blood 
was found in the pleural space. The pericardial sac 
was distended and appeared bluish. Part of the sternal 
margin was incised to obtain better exposure of the 
pericardium, which was opened and evacuated of blood 
clots. The heart immediately began to beat with in- 
creasing force and blood streamed forth from a wound 
in the right ventricle. The hemorrhage was controlled 
by finger tip and left-hand grip of the heart, as pro- 
posed by Sauerbruch, and by rapid suturing of the 
wound with catgut. The incision in the pericardium 
was closed completely, and a drain was inserted in the 
pleural cavity. Intravenous injections of serum and 
oxygen inhalation were administered. The pulse rate 
became regular but rapid (130). 

On the second postoperative day the patient de- 
veloped pneumonia in the right lung, with bloody fluid 
exudate in the pleural cavity, resulting in pleuritis 
with pericarditis, high fever and rapid pulse rate. 
He died on the sixteenth postoperative day. It was 
impossible to procure a roentgenogram or electro- 
cardiogram because of the critical condition of the 
patient. Necropsy was refused. 


Case 2.—On September 18, 1938, a butcher, aged 
25, was stabbed in the precordial region of the left 
side. He saw blood streaming from his clothing but 
felt no pain, and ran until he reached a pharmacy not 
far from his shop. Here he collapsed into uncon- 
sciousness and was immediately taken to the hos- 
pital. 

On examination the patient was found to be co- 
matose and in profound shock. The radial pulse was 
absent and it was impossible to record the blood pres- 
sure. There was a wound 1% cm. long in the left fifth 
intercostal space near the nipple. On auscultation the 
heart sounds could not be heard and the respiration 
was shallow. The skin was cold and clammy and the 
cervical veins were distended. 

Operation without anesthesia was performed be- 
cause of the comatose condition of the patient and 
the extreme urgency of the case, with resection of 
the fifth costal cartilage. The left pleura was stripped 
from the pericardium. The pericardial sac was found 
to be extremely distended and bluish. On incision of 
the pericardium free blood and clots were evacuated. 
The heart began to beat with force and at each systole 
the blood squirted from a wound on the anterior wall 
of the left ventricle. The bleeding was controlled by 
finger tip and left-hand grip of the heart and by three 
interrupted catgut sutures. At this stage the patient 
became conscious and complained of pain, so ether 
anesthesia was instituted. As blood was oozing from 
the sutured area, a free muscle flap was fixed on the 
wound; this controlled the oozing. The incisions in 














Fig. 1. Electrocardiograms taken on the second post- 
operative day. The T waves are absent. 


the pericardium and chest wall were closed without 
drainage. 

Following the operation the patient’s pulse rate was 
126 and regular, and his general condition was satis- 
factory. The pulse rate remained between 100 and 110 
during the postoperative course, no complications en- 
sued and the patient made a satisfactory recovery. 

A roentgenogram taken one week following the 
operation showed the heart shadow to be enlarged. 
Electrocardiograms taken on the second postoperative 
day revealed a pronounced deviation of the T wave 
in all three leads. The T wave was absent, especially 
in the third lead (Fig. 1). 

At the time of the patient’s discharge the pulse rate 
was 100 and the heart sounds were normal. Another 
electrocardiogram showed that the T waves were of 
completely normal form and amplitude (Fig. 2). 

Upon returning to the clinic two weeks ago for a 
follow-up examination, the patient was found to be 
in good health and working daily. His only complaint 
was tachycardia when running. At rest the pulse rate 
was 85. Another roentgenogram showed the heart 
shadow to be scarcely enlarged. 


It is a well-known fact that in heart 
wounds we have sufficient time to observe 
the patient until the alarming prodromes of 
the heart tamponade arise. Cases of spon- 
taneous recovery have been reported. How- 
ever, the literature reveals that patients op- 
erated upon early (two and one-half hours 
following injury) have a better chance for 
recovery, although there have been cases 
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Fig. 2. Electrocardiograms taken on discharge from 
hospital. The T waves have returned to normal. 


reported in which the patient was operated 
upon several days after the injury. 

In any event, one must hesitate when 
the hemorrhage may give rise to the heart 
tamponade. 

During the past six years, 7 cases of heart 
wounds have been observed in the surgical 
clinic of the University of Istanbul. Three 
patients died following operation; 2 deaths 
were due to shock and 1 was attributed to 
pericarditis, pleuritis and pneumonia. Thus 
this small series shows a mortality of 42.8 
per cent. 


SUMMARY 


Two cases of stab wound of the heart 
operated on by the author are reported. 
One patient died on the sixteenth post- 
operative day following the development 
of pneumonia. The other recovered com- 
pletely, with a slightly enlarged heart. 

Patients operated upon early (two and 
one-half hours after injury) have the best 
chance for recovery. In a small series of 
seven cases observed by the author there 
has been a mortality of 42.8 per cent. 























RESUME 
Blessures de couteau du coeur 


Deux cas de blessures de couteau du 
coeur opérés par l’auteur sont décrites. Un 
des malades mourut 16 jours aprés l’opéra- 
tion suivant le dévéloppement d’une pneu- 
monie. L’autre se rétablit completement, 
avec un léger- enlargement du coeur. 

Les malades opérés de bonne heure (2 
heurs et demi apres la lésion) ont les meil- 
leures probabilités de guérison. Dans une 
petite série de 7 cas observés par |’auteur 
il y a été un mortalité de 42.8%. 


ZUSAMMENFASSUNG 


Stichwunde des Herzens 


Es wurde iiber 2 Falle von Stichwunden 
des Herzens, die vom Autor operiert 
wurden, berichtet. Ein Patient starb am 
sechzehnten Tage nach der Operation an 
Folge einer Pneumonie. Der andere erholte 
sich vollstindig mit einer leichten Herzver- 
grosserung. 

Patienten an welchen zeitlich eine Opera- 
tion vorgenommen wird (2 und 114 Studen 
nach der Verletzung), haben die besten 
Aussichten auf Genesung. In der kleinen 
Serie von 7 Fallen, die vom Autor beobach- 
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tet wurde, zeigte sich eine Mortalitat von 
42.8 per cent. 
SUMARIO 


Herida punzo-cortante del corazon 


Se reportan dos casos que fueron opera- 
dos por el autor. Uno de los pacientes 
murio al décimo sexto dia después de la 
operaciOn a causa de una neumonia. E] otro 
se alivid completamente, quedandole el 
corazon ligeramente agrandado. 

Los pacientes a quienes se les opera a 
tiempo (dos horas y media después de 
heridos) tienen mas oportunidad de ali- 
viarse. En siete casos que observo el autor, 
ha habido una mortalidad de un 42.8%. 


RIASSUNTO 
Ferite da coltello del cuore 


Due casi di ferite da coltello del cuore 
operati dall’A.sono riportati. Uno dei 
pazienti mori 16 giorni dopo |’operazione 
in seguito allo svilupparsi di una polmonite. 
L’altro si ristabili completamente, con un 
modico ingrandimento del cuore. 

I pazienti operati precocemente (2 ore e€ 
mezzo dopo la lesione) hanno le migliori 
probabilita di guarigione. In una piccola 
serie di casi osservati dall’autore c’é stata 
una mortalita del 48%. 












x Operative Closure of the Tuberculous 


Upper Lobe Cavity 


A CONSIDERATION OF 


METHODS: 


INDICATION AND TECHNIC 


KURT FRIEDMANN, M.D. 


PETAH TIKWAH, PALESTINE 


NYONE performing collapse surgery 
of the tuberculous cavity of the 
lungs is confronted with the much- 

debated problem of choice of operating 
method. The aims of the procedure are 
agreed upon: The cavity must be closed 
radically; healthy parts of the lungs must 
be spared as far as possible; dangers origi- 
nating from disease as well as from opera- 
tion must be avoided as far as possible. As 
to how to proceed, however, differences 
of opinion are manifold. Since the method 
is less a question of principle than of the 
individual surgeon’s taste and experience, 
there can be no scheme fit for everyone. 
Even this attempt at a critical survey of the 
technical possibilities resulting from mod- 
ern research is nothing but the result of 
my personal experience (125 operations on 
43 patients), gathered during the last three 
years in Palestine, though also closely con- 
nected with my former activities in Berlin. 

The stipulation of a standard method for 
all cases and for all surgeons is further ob- 
viated by the anatomic and especially the 
biologic peculiarities of the different pa- 
tients. 

It is also of the utmost importance 
whether a surgeon operates upon patients 
_ with existing or threatening dissemina- 
tion or excludes them; whether, like Coryl- 
los,* he operates also upon early cavities or, 
like Sauerbruch"™ and his school, excludes 
them from thoracoplasty; whether he al- 
lows a wide general indication for opera- 
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tion or rejects persons afflicted with weak- 
ened circulation and diminished respiration 
reserves. 

AVOIDABLE DANGERS 


Nevertheless, the technic has developed 
along certain lines now observed by nearly 
all surgeons, in spite of differences in the 
details of method. Naturally, one aim is 
always uppermost—to avoid all possible 
dangers in case of radical collapse effect. 

The question then becomes: Which dan- 
gers are avoidable? Dangers whose origin 
is not influenced by technical measures 
are to be considered as unavoidable. To be- 
gin with, spontaneous postoperative pneu- 
mothorax—whether partial or total, wheth- 
er on the operated side or on the other 
side, whether reflex in effect or causing 
real lesion by pressure—will always lead to 
a quick collapse, unless it is remarked in 
due time or unless one succeeds in reducing 
the increasing pressure. Spontaneous pneu- 
mothorax occurs rather seldom. Thrombo- 
embolism occurs even more seldom, playing 
about the same part in collapse surgery as 
in surgery in general, so that it need only 
be mentioned here. 

Postoperative hematogenous dissemina- 
tion may be considered as avoidable to a 
limited extent. Patients known to be hemat- 
ogenous ‘“‘disseminators” (Streuer) will 
have to be excluded from operation. The 
same refers to old bronchogenous dissemi- 
nations which seem to be inactivated. Ob- 
servation over several months is generally 
necessary to decide whether for the time 














being the danger of new exacerbations is 
acute. 

Acute massive collapse (acute atelectasis 
of a lobe) might be included among those 
dangers which are avoidable to a limited 
extent, but unfortunately it occurs rather 
frequently and inflicts heavy injury even 
where it does not lead to a quick suffoca- 
tion from want of oxygen. For, owing to 


-pneumonic superinfection, a toxic weak- 


ness of circulation may arise, and in the end 


one only too often perceives a caseous in- 


filtration of the atelectatic lobe, even where 
the patient has recovered from the acute 
injury. 

The more limited the operation to be 
performed, and the more conscientiously 
patients with damaged circulation and poor 
respiration reserves are excluded, the less 
often will one be confronted with bron- 
chial obstruction. Therapeutic influence is 
difficult to exercise and is insufficient. On 
the Continent surgeons still seem to content 
themselves with low position of the head, 
excitation and other conservative measures; 
in England and America they often employ 
most successfully the method of quick 
bronchoscopic sucking of the mucous plug. 

Absolutely avoidable, however, is the 
dangerous mediastinal fluttering. Therefore, 
the method of operation has to be chosen in 
such a way as to avoid the paradox medias- 
tinal movement. Equally avoidable is the 
lethal sinking of vital capacity. Patients 
with small respiration reserves as well as 
those with weak circulation must be ex- 
cluded. Careful choice of cases, appropriate 
preoperative treatment, less use of the single- 
stage operation, are the necessary precau- 
tions. 

Thus upon the dangers involved for the 
individual patient depends the indication 
for proper treatment. 


INDICATION 


I. Indication in relation to danger in- 
volved for the patient: 
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1. Type of process: Persons afflicted with 
fresh disseminations, quick colliquation, 
perifocal inflammation or caseous infiltra- 
tion are to be excluded from thoracoplasty. 

2. Vital capacity: Patients with a vital 
capacity of less than 2,000 cc. are not fit 
for an extended operation (six to seven ribs 
with apicolysis). 

3. Circulation: Estimating the circulation 
is of the utmost importance. It seems that 
only the electrocardiogram after exertion, 
the kidney function test and the peripheral 
circulation test after exertion (Belastungs- 
pruefung), independent of the method, 
are really applicable to the practical exami- 
nation of the power of resistance. Since, as 
a rule, the left side of the heart breaks 
down last, greater importance is naturally 
due to the right heart and to the peripheral 
circulation. 

4. The biological reactions and findings: 
The differential blood count and the sedi- 
mentation rate test are of only limited value, 
but are useful auxiliary methods for the 
total diagnosis. The coagulation band ac- 
cording to Weltmann seems to be of great- 
ter importance. Patients with a Weltmann 
band of less than seven are certainly active- 
ly ill. Therefore, in those cases greater caui- 
tion is necessary in determining the indica- 
tion than in patients with seven and more. 

5. General constitution: Besides the find- 
ings delivered by the laboratory, examina- 
tion of the patient’s constitution as a whole 
is of great importance, and may even negate 
the former findings. Tonicity and circula- 
tion of the skin, muscular training, tension 
of connective tissue, the patient’s frame of 
mind and his general type are not to be 
comprehended by experimentation, but do 
influence the healing process. My experi- 
ence in Germany has been confirmed in 
Palestine; i.e., men of dark complexion of- 
fer more resistance to the disease and to the 
operation trauma than do the fair-haired, 
especially the auburn. Furthermore, the 
lean, tight body has better prospects than 
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the fat, watery, flabby one. For Palestine, 
however, one reservation must be made, for 
the lean, brunette natives of Palestine, the 
Jews from Yemen and the Arabs, show dis- 
tinctly less resistance to the spreading tend- 
ency as well as to the course of tuberculous 
infection than do the immigrated Euro- 
peans of mixed race. However, this may 
not be a question of race immunity but sim- 
ply the result of far greater pauperization 
and less adequate social measures. 

6. Climate: The special climatic condi- 
tions of the subtropical zone and the prox- 
imity of the desert should not be exag- 
gerated, but must nevertheless be taken into 
consideration. The frequent winds from 
the desert produce such dryness of air that 
the water metabolism of the body and 
therefore the whole mineral metabolism are 
decisively influenced. Of course, so great 
a desiccation has a pernicious influence up- 
on so severe an operation as thoracoplasty. 
If forced to operate during or just before 
a “chamsin” (wind coming from the des- 
ert), we by all means try to prevent desic- 
cation of the body. Not only do we avoid 
operating during a “chamsin” whenever we 
can, but also refrain from major operations 
during the very hot months of July, August, 
and September, with their temperatures of 
more than 40 C. (104 F.) in the shade. Heat 
congestion is just as dangerous as desicca- 
tion. 

II. Indication in relation to the prospects 
of healing pulmonary diseases: The pros- 
pects for full recovery of an old cirrhotic 
cavity are worse than of a fresh one, and 
that for two reasons: 

1. The rigidity of the wall and its shrink- 
ing, i.e., the inflexibility of the inelastic 
surroundings, prevent final collapse up to 
closure. 

2. The often far-reaching epithelization 
of the wall of the cavity makes the healing 
of the walls impossible. 

The undesired effect is the bronchiectasis 
due to shrinking and the remaining of an 





unclosable residue of operative cavity. That 
is why the younger cavity is preferable to 
the older one. However, attention must be 
paid to the fact that the very early cavity 
collapses well, but offers other and greater 
dangers—too soft mediastinum, danger of 
dissemination, less recovery of vital balance 
(immunbiologischer Ausgleich). The op- 
timum might be found between the begin- 
ing of the second and the end of the fourth 
year of lesion; this stage would offer ample 
scope for the often far-reaching uncertain- 
ty of anamnesis and the great diversity in 
the inclination to cirrhotic transformation. 


RECENT METHODS 


Although Coryllos* has recommended 
the plastic method even for the early cavity, 
this suggestion has been rejected by most 
authors. During the last years other meth- 
ods have gained prevalence. Special atten- 
tion is due the pneumothorax extrapleuralis 
(Graf,° Schmidt'®) and the drainage of the 
cavity suggested by Monaldi. 

The evaluation of these methods is not 
the aim of this paper. Only this much 
need be said, that both of the methods give 
about the same indication. The younger the 
cavity, the more its existence is justified. 
Drainage is to be used for cavities ranging 
in size from a walnut to a hen’s egg. To 
both this applies: The danger grows with 
the enlargement of the domain of indica- 
tion. Both methods are sufficiently charged 
with unsuccessful results, complications and 
drawbacks. Critical evaluation is not lack- 
ing; enthusiastic approval is balanced with 
an equal number of rejections. 


UPPER LOBE THORACOPLASTY 


There seems to be general unanimity, 
however, that upper lobe thoracoplasty is 
the measure of choice for radical closure of 
a cavity of the upper lobe. The difference 
is only in the choice of technical procedure; 
the question of how far downward to carry 
the operation is of minor importance. 
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OPERATIVE CLOSURE OF TUBERCULOUS UPPER LOBE CAVITY 


The aim, i.e., radical closure of the cav- 
ity, is obtained by the more or less total re- 
moval of the bones (Entknochung) of the 
apical part of the thorax and by pneumo- 
nolysis (apicolysis), both reaching below 
the region of the cavity. The leading prin- 
ciple remains the demand expressed by 
Sauerbruch twenty years ago: To avoid an 
irritation of the cavity. The cavity should 
not “come into movement.” It should, if 
touched by the surgeon, be simultaneously 
brought to a collapse or at least be sup- 
ported in such a way that a “fluttering of 
the cavity” will be avoided. That is the 
only means to avoid hemoptysis, dissemina- 
tion and reactivations. 

In view of the fact that radical upper 
lobe thoracoplasty carried out in one op- 
eration is nearly always too severe a pro- 
cedure, each step should be disposed of in 
such a way that fluttering of the cavity will 
be avoided. This is possible in various ways; 
therein lies the principal difference between 
the several methods. 


RADICAL METHOD (OVERHOLT) 


The most radical method, in my opinion, 
is that of Overholt,'* '* who by incision of 
the back resects the first three ribs from 
the vertebra to the sternum (the third car- 
tilage being resected only at the second 
stage), as well as the transverse processes, 
and separates the upper lobe approximately 
according to the directions given by Semb.’ 
In order to retract the scapula, the m. ser- 
ratus anterior superior is severed from the 
ribs, the mm. scaleni are cut through at the 
insertion, the intercostal nerves and the re- 
maining intercostal soft tissues are divided; 
the ligamenta pleurovertebralia and pleuro- 
costalia are severed too. In the second stage, 
which follows this first one after a few 
weeks’ time, the resection will be continued 
downward as far as necessary and the pneu- 
monolysis will be completed. The space re- 
sulting from the apicolysis is filled with 
water at both stages. Thus both the medias- 
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tinum and the cavity become sufficiently 
supported. 

The danger involved in this method lies 
in the extensive first operation. It is there- 
fore desirable in a great number of cases to 
reduce this operation by a previous an- 
terior one. A further disadvantage is the 
fact that walls of the operative cavity hard- 
en very quickly under the influence of the 
blood and the serum streaming into the 
“water filling” after the first stage. Three 
weeks later the postoperative scar has be- 
come so thick that it will be nearly impos- 
sible to complete the pneumonolysis. ‘This 
failure can partly be prevented by replac- 
ing the liquid by air (Aycock’). Since it is 
impossible, however, to rinse out the larger 
coagulated particles, the effect is often only 
a partial one, for the base of the space 
which plays the leading part in finishing 
the pneumonolysis nevertheless forms a ci- 
catricial tissue. 

It is therefore better as early as the first 
stage to lead the pneumonolysis past the 
mediastinum almost up to the hilum, at the 
front beyond the second rib and at the back 
a little beyond the fourth rib. However, 
this makes the space very wide. Sometimes 
as much as 1 liter of water has to be poured 
into the cavity to fill it up. Care must be 
taken that the blood and serum which after- 
ward drip out do not increase too much the 
pressure upon the dissected mediastinum. 
Generally the liquid—following the law of 
gravity—sinks downward (sometimes to the 
eighth rib!) in such a way that this alone 
is sufficient to avoid pressure on the medias- 
tinum; besides, this pressure can easily be 
regulated by the water’s being sucked off. 

Furthermore, the formation of cicatricial 
tissue can be delayed not only by severing 
the intercostal soft tissue (Semb*’), but by 
resecting it as far as possible to the front. 
Thus the periostea disappear and regenera- 
tion is out of question. The effect is then 
that of a subfascial apicolysis (Nissen"*), 
but supplemented by resection of the soft 
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tissue. Then at the second stage—after re- 
section of the ribs—only the contents of 
the extrapleural space must be cleared 
away, and the “cicatricial diaphragm” 
(Schwartensegel) that has been formed be- 
tween the fourth rib and the sunken apex 
must be isolated and taken away. A maxi- 
mum collapse of the upper lobe has thus 
been attained. 

The resection of the transverse processes 
is generally made at all ribs, at any rate as 
far as the sixth rib, but may be abandoned 
at the first rib, since the first transverse 
process cannot interfere with the collapse 
after the apicolysis. 

Mention should be made here of the sug- 
gestion made by Hudson,’ to sever the 
ligamenta pleurovertebralia only far enough 
to preserve a thin suspension, in order to 
avoid moving the cavity downward into 
healthy tissue. This precaution might be 
necessary occasionally for an early cavity 
with delicate walls; but these cases gener- 
ally need no radical apicolysis. But what 
about the vitally important vertical collapse 
of the large cirrhotic cavity? We are too 
well acquainted with the negative results 
if it is necessary to refrain from stripping 
a calcareous scar from the vasa subclavia, 
and thus let the cavity “hang.” In spite of 
the ideal collapse of the thorax, there re- 
mains a very narrow spindle-shaped space 
representing the invincible residue of the 
cavity. 


TWO-STAGE OPERATION 


Almost all authors, demanding on prin- 
ciple the coresection of the first three car- 
tilages, prefer that radical upper lobe tho- 
racoplasty be divided into an anterior and 
a posterior stage. Hein” * begins backwards, 
operating in the same way as the others 
(Coryllos,* Nissen,'' Semb'’), but reserving 
the resection of portions of the anterior ribs 
for an anterior completing act. Graf,° 
Schmidt’® and in America Wangensteen,"* 
generally begin at the front. Personally, I 


do not see any essential difference, both 
methods having proved equally useful in 
my surgery. The difference is rather to be 
found in the fact that both Graf and 
Schmidt make the apicolysis entirely or in 
part at the front. They are guided by the 
observation that after resection the anterior 
portions of the first to third ribs, as well as 
the cavity and the upper mediastinum, be- 
gin to flutter visibly. In order to avoid that 
effect, they separate the apex in front, 
above and medially, inserting a small sup- 
porting paraffin filling. 

At the next stage, operating at the back, 
this filling can easily be removed; the apic- 
olysis will then be completed backward and 
laterally. The disadvantage of this method 
is that after three weeks the bed of the fill- 
ing has already become thickened with 
cicatricial tissue. Separation is still possible, 
but the lung is less fit for collapse. There- 
fore, anterior apicolysis should be made 
thoroughly and a big filling should be in- 
serted. 

The suggestion of Wangensteen seems 
more suitable to me, viz., to make a nar- 
row gap at the anterior preoperation, so 
that only the whole cartilage and 4-1 cm. 
of bone are resected from the first and 
second ribs. From the third rib 1-2 cm. 
of bone is resected at the border of the 
cartilage. Periosteum and_ perichondrium 
are resected simultaneously. The m. scale- 
nus anterior is severed from the first rib. 
After this limited operation cavity and 
mediastinum remain uninfluenced. A filling 
is superfluous. A reaction of the lung is out 
of the question. 

After two or three weeks the anterior 
stage is followed by the first posterior stage, 
the apical thoracoplasty. According to the 
directions of Coryllos* and Overholt,’* 
this is executed without resecting the an- 
terior ribs. In patients with sufficient resist- 
ance, more than three ribs can be removed 
at a time, but this risk is absolutely unnec- 
essary if regeneration is prevented either by 

















separation of the periostea or occasionally 
by their formalinization (by rubbing). 

At any rate, the third cartilage can, if 
necessary, be resected again during the first 
posterior stage in connection with the apic- 
olysis. However, if a start has been made 
with the posterior operation, the resection 
of the third cartilage has to be left undone, 
in order to protect the heart and the medias- 
tinum. If the resection of the third carti- 
lage is left to the second posterior stage, a 
loss of time will sometimes result, if the 
cartilage has to be dug out of the postopera- 
tive cicatricial tissue which has formed in 
the meantime. Should it be desirable to 
shorten the operation, it is sometimes pref- 
erable to remove the third cartilage later 
on by a small anterior incision. 


TECHNICAL DETAILS 


Another word about anterior separation 
of the first rib. If one keeps strictly to the 
technic as first described in detail by Graf,° 
there is no difficulty about it. The separa- 
tion is performed together with perichon- 
drium and periosteum. The vasa subclavia 
are protected by a retractor, the lower edge 
of the first rib being dissected with a scalpel 
or fine shears and the internal surface with 
an elevator. The disturbing hemorrhage is 
controlled by a small, firm pat. 

In the meantime resection of the second 
cartilage with a short piece of bone, includ- 
ing also perichondrium and periosteum, 1s 
performed. By now the hemorrhage at the 
first rib has completely stopped. The upper 
edge is then separated up to the m. scalenus 
anterior (the best way being again with 
fine shears); the cartilage is cut through 
close to the sternum with Liston shears; 
and finally the m. scalenus anterior is sev- 
ered from the rib, which has now become 
movable. 

The resection of the rib is then per- 
formed in such a way that the cut still lies 
before the vasa subclavia. Next follows the 
resection of a small piece of bone at the 
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third rib. The operation is completed by 
separating the periosteum from the lower 
edge of the second and third ribs as far back 
as possible. One thus avoids at the posterior 
stage the troublesome operation of the low- 
er edge (Wangensteen’). Those who oper- 
ate according to Graf® or Schmidt'® must 
resect the ribs farther backward, perform 
the apicolysis and then fill the cavity with 
paraffin. 


All thoracoplastic wounds may be closed 
without drain. If neither paraffin nor water 
fillings are employed, drainage for twenty- 
four hours offers many an advantage. It is 
best to lead the drain through a special 
lateral cutaneous incision into a receptacle, 
so that the dressing will remain dry. The 
drain is removed the next day without 
change of dressing (Brunner*). 

Resection of the scapular angle at the 
second posterior stage is necessary if only 
six ribs (or exceptionally even less) are re- 
sected. It may still be recommendable, 
though not to the same extent, if the sev- 
enth rib is also being removed. For, in some 
cases, a troublesome “snapping” of the 
scapula occurs later on at the upper edge 
of the eighth rib, subsequently forcing 
shortening of the scapula. The immersion 
of the scapula in the thorax, according to 
Maurer,'"” offers no special advantage. 
Therefore, in my opinion, replacement of 
the immersion by resection serves the pur- 
pose better, the pressure-pad effect of the 
scapula remaining the same. 

Local anesthesia is unquestionably the 
anesthesia of choice. Narcosis is necessary 
only in reoperations (Korrektur-Plastiken ) 
and in operations for empyema. The best 
narcosis is that with cyclopropan. Owing 
to the lack of oxygen, the use of nitrous 
oxide has disadvantages. The combination 
of evipansodium with ether oxygen has 
produced good results. 

It is not feasible to give further technical 
details in this limited space, but I should 
like to summarize once more the methods 
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we now usually follow in upper lobe tho- 
racoplasty: 


SUMMARY OF RECOMMENDED PROCEDURE 


1. In the first stage, following Wangen- 
steen,'* the first and second cartilages with 
a small piece of bone are resected at the 
front. A small piece of bone is removed 
from the third rib. Everywhere perichon- 
drium and periosteum are removed simul- 
taneously. 

2. The best technic for separation of the 
first cartilage is described by Graf.° The m. 
scalenus anterior is severed. 

3. After this operation there is no move- 
ment of lung or mediastinum. 

4. After two or three weeks the second 
stage is carried out. According to the di- 
rections given by Overholt,’* '* Coryllos,* 
Semb"™ and others, the first three ribs with 
transverse processes are completely re- 
moved at the back, also the third cartilage 
and thereafter the intercostal soft tissue and 
periostea. Complete apicolysis is performed, 
and the space of the wound is filled with 
water. 

5. After three weeks (or more) follows 
the third stage. Resection of the ribs is con- 
tinued downward, at least as far as the sixth 
rib, generally the seventh rib, including 

again the transverse processes. The lengths 
of the pieces are determined by the pecul- 
iarities of each individual case. The periostea 
are rubbed with a solution of formalin, 10 
per cent. 

6. The apex of the scapula is shortened, 
if necessary. 

7. Should further resections prove neces- 
sary, they are performed at a fourth stage. 


SUMMARY 


Methods for collapse surgery of the tu- 
berculous cavity of the lungs vary greatly, 
not in principle or aim, but according to the 
surgeon’s taste, the requirements of the in- 
dividual case and the general indications. 
Dangers are pointed out by the author 





and discussed as avoidable or unavoidable. 
Indications are classified and described in 
detail; in general the indication depends on 
the type of process and on vital capacity of 
the circulation and the general constitu- 
tion of the patient. Optimum stage for op- 
eration is between the second and fourth 
year of the lesion. 

Recent methods are discussed in detail. 
The author concludes by outlining seven 
steps in the procedure he has adopted on 
the basis of 125 operations. 
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RESUME 


Cléture opérative des cavités tuberculaires 
du lobe superieur 


Les méthodes pour le collapse chirurgical 
des cavités tuberculaires des poumons vari- 
ent beaucoup, pas en principe ou en but, 
mais sélon le gout du chirurgien, les exi- 
gences du cas individuel et les indications 
générales. 

Les dangers sont indiqués par |’auteur et 
discutés comme évitables et pas évitables. 
Les indications sont classifiées et décrites en 
détail; en général Vindication dépend du 
type du procés et de la capacité vitale de la 
circulation et de la constitution générale du 
malade. Le meilleur moment pour |’opéra- 
tion est entre la deuxiéme et la quatri¢me 
anné de la lésion. 

Des méthodes récentes sont discutées en 
détail. L’auteur conclut en délinéant sept 
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étages dans le procediment qu’il a adopté 
sur la base de 125 opérations. 


ZUSAMMENFASSUNG 


Operativer Verschluss des tuberkuldsen 
Oberlappenkavum 


Die chirurgischen Methoden fiir Kollaps 
des tuberkulésen Kavum der Lunge sind 
sehr verschieden, nicht im Prinzip oder 
Zweck, sondern dem Geschmack des Chir- 
urgen gemass, den Anspriichen des Individ- 
ium und der allgemeinen Indikation. 

Es wird vom Autor auf die Gefahren 
hingewiesen und sie werden als vermeid- 
liche oder unvermeidliche besprochen. In- 
dikationen werden ins Detail beschrieben 
und klassifiziert; im allgemeinen hangt die 
Indikation von der Art des Prozesses, von 
der Vitalkapazitat der Zirkulation und der 
allgemeinen Konstitution des Patienten ab. 
Das optimale Stadium fiir die Operation ist 
zwischen dem vierten und sechstem Jahr 
der Erkrankung. 

Jiingste Methoden werden genau _bes- 
chrieben. Der Autor schliesst mit der Bes- 
chreibung von sieben Stufen des Vorgehens 
welche er auf Grundlage von 125 Opera- 
tionen angenommen hat. 


SUMARIO 


El cierro quirurgico de la cavidad tubercu- 
losa del lébulo superior 


Los métodos quirtrgicos para colapsar la 
cavidad tuberculosa de los pulmones varian 
enormemente, no en sus principios 6 finali- 
dades, pero si de acuerdo con la opinion del 
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cirujano, con la necesidad del caso individ- 
ual y con las indicaciones generales. 

FE] autor sefiala y discute los peligros 
como evitables e inevitables. Las indica- 
ciones son descritas y clasificadas detallada- 
mente; en general, las indicaciones depen- 
den del tipo del proceso, de la capacidad 
vital de la circulacién y de la constitucion 
general del paciente. El momento 6ptimo 
para la operacion es entre el segundo y cu- 
arto ano de la lesién. 

Se discuten detalladamente los ultimos 
métodos. El] autor concluye sefialando los 
siete adelantos en el procedimiento que él 
adopto en 125 operaciones. 


RIASSUNTO 


Chiusura operativa delle cavita tubercolari 
del lobo superiore 


I metodi per il collasso chirurgico delle 
cavita tubercolari dei polmoni variano mol- 
to, non in principio 0 scopo, ma a seconda 
del gusto del chirurgo, i requisiti del caso 
individuale e le indicazioni generali. 

I pericoli sono indicati dall’A. e discussi 
come evitabili ed inevitabili. Le indicazioni 
sono classificate e descritte in dettaglio; in 
generale l’indicazione dipende dal tipo del 
processo e della capacita vitale della cir- 
colazione e dalla generale costituzione del 
paziente. Lo stadio ottimo per l’operazione 
é tra il secondo e il quarto anno della 
lesione. 

Metodi recenti sono discussi in dettaglio. 
L’A. conclude delineando sette stadii nel 
procedimento che egli ha adottato sulla base 
di 125 operazioni. 








The T-Binder Made Modern 


J. F. MONTAGUE, 
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NEW YORK CITY 


NE of the traditional accessories 
after the fact of any surgical or 
medical procedure involving the 
perineal region is the T-binder. There is 


scarcely a place in the civilized world, at 


least among hospitals, where it is not known. 
Indeed, it is perhaps the most widely known 
of all special bandages. The reason for this 
is probably that it is a very logical contriv- 
ance, anchoring around the waist, as it 
does, a supporting truss for the perineal 
region. In this truss may be placed dress- 
ings and medications; the tail may also be 

called upon to serve as a means of support 
for the various structures in the perineal 
and adjacent regions. 

Great as is the utility of the commonly 
used T-binder, it is not without its defects. 
Chief of these are its difficulty of applica- 
tion and the inconvenience of readjusting 
it, for both of these processes involve the 
use of at least three safety pins. Anyone 
who has ever tried to force an ordinary 
safety pin through the heavy muslin of 
these T-binders will know exactly what I 
mean. The nurse, as a rule, is on the horns 
of a dilemma—to be careful of the patient 
and thus risk pricking her own fingers, or 
to be careful of her own fingers and acci- 
dentally run the pin into the patient’s skin. 

I would not have you think that this la- 
mentable event happens every time a 
T-binder is used, but I am sure that if you 
are at all familiar with the dressing, you 
know that it does happen occasionally. 
Even this occasional occurrence is enough 
to disturb both patient and nurse, not to 
mention the doctor. Since the possibility is 
always a source of concern to both doctor 


and nurse, any appliance which would com- 
pletely and effectively obviate it is worthy 
of a trial. 


BINDER BUCKLE 


Such a contrivance is the binder buckle 
which the American Medical Specialties 
Company has made for me and which I 
have used with great satisfaction over a 
period of years. Its use makes it possible 
to hold the T-binder in place easily with- 
out the aid of safety pins and, furthermore, 
permits its easy adjustment by simple ten- 
sion. 

My binder buckle consists of a wire 
clasp containing three movable hasps (Fig. 
1). When the three ends of the T-binder 
are threaded through these in the manner 
indicated in Figure 2, they automatically 
lock themselves. If more tension is desired, 
the tails can be pulled where the tension is 
wanted. In this way any degree of support 
or pressure can be applied. The buckle, be- 
cause of its unique construction, automatic- 
ally locks the tails in place. Incidentally, 
the manner of threading places the muslin 
next to the skin of the patient and the 
buckle thus achieves a “no metal can touch 
you” quality which would do a garter 
proud (Fig. 3). The release of the binder 
or the ease of the tension is very simply 
accomplished by merely lifting the restrain- 
ing bar. There are no catches to the use of 
this, and the buckle may be used time and 
time again. Made with a stainless plating, 
it can be sterilized by simple boiling or im- 
mersion in an antiseptic fluid. 

Though my experience with this buckle 
has been chiefly in the field of rectal and 
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Fig. 1. Buckle without the binder. 


intestinal surgery, several of my colleagues 
have found it equally valuable as a means 
of holding obstetrical and gynecological 
dressings in place. Another colleague, a 
genito-urinary surgeon, finds it useful in his 
field. In the field of abdominal surgery, I 
have used three of these buckles on a scul- 
tetus, or many-tailed binder, with gratify- 
ing results. 

The buckle is simple, inexpensive and 
durable. All these things can be said of the 
safety pin also, but the binder buckle I 
have just described has one thing that the 
safety pin has not—safety. 


SUMMARY 


The disadvantages of the commonly used 
T-binder are pointed out and improvements 
to facilitate application and greater com- 
fort to the patient are outlined. This is ac- 
complished by a binder buckle which is de- 
scribed and illustrated. 


RESUME 
Le lieur a T rendu moderne 


Les désavantages du lieur 4 T commune- 
ment employé sont indiqués et quelque 
améliorement est décrit pour faciliter l’ap- 
plication et pour donner un plus grand 
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Fig. 2. Buckle with the binder. 


comfort au malade. Ca est obtenu avec une 
boucle qui est décrite et illustrée. 


ZUSAMMENFASSUNG 
Modernisierung der T-Binde 
Die Nachteile der allgemein gebrauch- 
lichen T-Binde sind ausgefiihrt und Ver- 
besserungen werden beschrieben um die 
Applikation zu erleichtern und dem Pa- 
tienten gréssere Bequemlichkeit zu bieten. 
Dies wird durch die Binde mit Schnalle 
erreicht welche beschrieben und abgebildet 
wird. 


BINDER tN PLACE 


BACK FRONT 
View ViEw 


Fig. 3. Buckle and binder on the patient. 








408 JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


SUMARIO 
El vendaje en T modernizado. 


Se sefialan las desventajas del vendaje en 
T usado comunmente y se describen las 
mejoras para facilitar la aplicacion y mayor 
comodidad al paciente. Esto se lleva a cabo 
por una hebia de venda que se describe e 
ilustra. 


RIASSUNTO 
Il legame a T reso moderno 


Gli svantaggi del legame a T  usato 
comunemente sono indicati e vengono des- 
critti alcuni miglioramenti per facilitare 
l’applicazione e per dare maggior conforto 
al malato. Cid viene ottenuto mediante un 
fermaglio che viene descritto ed illustrato. 


DUES EXEMPTION FOR. THOSE ENGAGED IN 
ACTIVE MILITARY SERVICE 


At the meeting of the United States Chapter of the 


International College of Surgeons held in Chicago on March 


30, 1941, it was unanimously agreed by the Executive Coun- 


cil that Associate Members, Members and Fellows of the 


International College of Surgeons are exempt from payment 


of dues during the period of active military service. 
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The Present Status of Vitamin 





and Mineral Therapy 


DANIEL THOMAS QUIGLEY, M.D., F.LCS. 


OMAHA, NEBRASKA 


F the food of the civilized human ani- 
mal were satisfactory, vitamin and 
mineral therapy would serve no useful 

purpose. The benefit following administra- 
tion of vitamins or minerals indicates that 
the diet of the benefited person was defi- 
nitely deficient. 

Twenty-five years ago, when the word 
“vitamin” was first us2d, it was supposed 
that food deficiencies existed only in part- 
ly civilized countries and were more or 
less accidental. As more information was 
gathered and more vitamins were discov- 
ered, it was found that even in certain dis- 
tricts in America vitamin deficiencies afflict- 
ed large numbers of the population. The 
work of Goldberger proved, for instance, 
that pellagra was practically universal in the 
southern states, and later investigation has 
shown that it is not at all uncommen in the 
North as well. 

As the study of nutrition advanced, it 
was found that dietary deficiencies existed 
not in vitamins alone but also in the supply 
of minerals. Marine and Plummer showed 
conclusively that thyroid disease was inti- 
mately connected with iodine deficiency. 
Shurley showed that thyroid disease in De- 
troit schoolchildren was very common but 
could be materially reduced by adding 
small amounts of iodine to the drinking 
water. 

The classical work of Dr. Alice Bern- 
heim (Journal of American Medical Asso- 
ciation, April 1, 1933) in the field of calci- 
um metabolism has shown conclusively that 
in the diet of civilized nations the calcium 
intake is always below the optimum. This 


work also showed that calcium is best sup- 
plied by foods of animal origin, such as milk 
and cheese. Another mineral element gen- 
erally found lacking is iron; the many 
papers on the subject of the anemias sug- 
gest that the need for iron is practically 
universal. 


MULTIPLE DEFICIENCIES 


The tendency is to discover more and 
more deficiencies in diet. From observations 
of the work done in various universities 
along specialized lines, it appears that a clin- 
ical case never suffers from a single vitamin 
or mineral deficiency, but rather from a 
multiple one. 

Much of the past work has been based on 
an investigation of only one food element. 
A research worker deciding to investigate. 
vitamin A or vitamin B or calcium or iron 
pays little attention to the other food ele- 
ments in pursuing his endeavour. Consider- 
able experimentation has been done with 
vitamins A and D in orphan asylums and 
similar institutions, but without changing 
the regular institutional diet, which is lack- 
ing in the vitamin B complex, in vitamin C 
and in the necessary minerals. The results 
were not encouraging because the deficien- 
cies in the institutional diet kept the general 
resistance of the child at such a low ebb 
that simply supplying the fat-soluble vita- 
mins did not compensate. 

In order to obtain the aptimum result in 
dietary deficiencies, the physician must take 
into account the probability of multiple de- 
ficiencies and administer multiple remedies. 
This has been called shotgun therapy, but it 
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is necessary in dealing with shotgun defi- 
ciencies. 


NATURAL VS. CIVILIZED DIETS 


That the properly fed individual needs 
no vitamin therapy may be due to the fact 
that his food intake is somewhat akin to that 
to which the race has been accustomed for 
generations. In looking for the optimum in 
food, the factory-made food of the present 
must be balanced against the natural food 
on which the race subsisted for countless 
years. The diet which has permitted the 
survival of the race to the present time must 
have been satisfactory. From a study of the 
intestinal canal and teeth it is believed that 
the diet of early man consisted of fruits, 
vegetables, meat and eggs, without any mill- 
ing, heating or preserving. In sufficient 
quantities such food probably contained 
enough minerals and vitamins for mainten- 
ance without any great surplus of either. 

It has been shown in the Orient that beri- 
beri quickly develops when the vitamin B 
supply is reduced and in our southern states 
that pellagra follows quickly if the supply 
of vitamin B, containing nicotinic acid is re- 
duced. Scurvy appears soon with lack of vita- 
min C, and rickets results shortly in young 
children who lack vitamin D and calcium. 
That is, the individual’s storage facilities 
for vitamins and minerals are limited and 
undoubtedly depend upon the day-by-day 
supply. 

The diet deficiencies which exist in civil- 
ized life at the present time are found in the 
homes of the wealthy as well as in those of 
the poor. In some degree the pattern fol- 
lows economic lines, but after a certain eco- 
nomic status is reached, the pendulum 
swings again toward deficiency disease. The 
middle class families come nearest to enjoy- 
ing a correct diet, for in poor families the 
food is mainly bread and potatoes, in 
wealthy families mainly desserts, pastry, 
sweets and canned goods. 


I THE INTERNATIONAL COLLEGE OF 


SURGEONS 


DIET SURVEYS 


As a method of ascertaining che food in- 
take of the average citizen of the average 
city, the author made an inquiry, through 
the Food and Drug Journal, into the food 
imported for one year by the city of New 
York. This disclosed the fact that about 
55 per cent of the food intake of the citi- 
zens of New York City consisted of bread, 
crackers and other foods made of white 
flour. This great reduction in vitamin and 
mineral intake was not in any one mineral 
or vitamin, but in all of them, leaving only 
carbohydrate with a small amount of pro- 
tein. 

As the water-soluble vitamins and min- 
erals are lost, to a certain degree, in the 
cooking process through being dissolved in 
water and thrown out, and as the water- 
soluble vitamins are destroyed by heating 
and by contact with alkaline substances 
used in cooking, the vitamin- and mineral- 
containing foods of the civilized individual 
are reduced to around 15-25 per cent. 

In a paper read at Cleveland, at the meet- 
ing of the American Radium Society in 
1934, the author gave the results of a ques- 
tionnaire sent to 2,707 patients, in which 
the vitamin and nonvitamin food intake was 
recorded. Vitamin foods were found to 
average from 15 to 25 per cent. These re- 
sults checked closely with the information 
gained from the Food and Drug Journal, 
and showed conclusively that the average 
diet of the average person in America is a 
deficient one. 

The patients subjected to the author’s in- 
quiry were nearly all afflicted with some 
kind of benign or malignant tumor, but 
physical examination disclosed that they al- 
so had other diseases. There were in the 
group a large number of cases of arterio- 
sclerosis, organic and inorganic heart dis- 
ease, stomach and duodenal ulcer, arthritis, 
gallbladder disease, neuritis, chronic head- 
ache and colonic disease. The investigation 
seemed to establish the fact that the average 
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person living on a deficient diet in which 
there are multiple deficiencies develops 
multiple diseases. 

The extreme vitamin deficiencies known 
as scurvy, pellagra and beriberi are not sin- 
gle but multiple deficiencies, with certain 
deficiencies exaggerated as compared with 
other less pronounced deficiencies in the 
same person. However, the condition which 
is most widespread, and which carries the 
greatest potentialities for danger, is a reduc- 
tion in the optimum amount of all vitamins 
and minerals, producing weakening of all 
the vital forces of the body due to an in- 
hibition of function of the glands of inter- 
nal secretion. This condition is brought 
about by foods in which milling, heating, 
canning and other factory methods have 
reduced to a dangerous degree the amount 
of calcium, iodine, iron and vitamins, leav- 
ing mostly carbohydrate, proteins and fats. 


VITAMIN-DEFICIENCY DISEASES 


Vitamins have two separate and distinct 
functions. Some act in a protective way, 
e.g., vitamin A, which acts to protect epi- 
thelial structures from infection. Others act 
by supplying fresh material for the tissues 
involved. Minerals undoubtedly act both 
ways, e.g., calcium in building bone and 
iodine in resisting infections. In addition 
to these functions, some vitamins and some 
minerals, which exist only in traces in the 
body, undoubtedly act as catalytic agents. 

In clinical medicine it is assumed by some 
that deficiencies are clear cut, single and 
rare, by others that they are heterogeneous, 
complex, widespread and common. Accu- 
mulating evidence tends more and more to 
substantiate the latter viewpoint. In 1928 
Dr. Seale Harris, in a paper dealing with the 
treatment of peptic ulcer, made reference to 
the “sugar-saturated, vitamin-starved” pop- 
ulation of America. He advised a treatment 
which consisted of a high-vitamin, high-. 
mineral diet. This treatment has been uni- 
versally successful in the hands of those 





who have made use of it. Apparently it is 
satisfactory in any case which has not de- 
veloped some degree of mechanical obstruc- 
tion or other surgical complication. The 
fact that the uncomplicated peptic ulcer can 
be treated successfully by a high-vitamin, 
high-mineral regime proves that this is one 
of the diseases truly due to a food defi- 
ciency, just as are pellagra and beriberi. 

Very early in the history of vitamins, 
vitamin B came to be called the antineuritic 
vitamin because it was found to relieve the 
pains of neuritis in various anatomical loca- 
tions in a very spectacular way. At present 
most cases of neuritis may be proved to be 
vitamin deficiencies by the therapeutic test; 
that is, they are relieved by large doses of 
vitamins. Neuritis occasionally results from 
metal poisonings or mechanical causes such 
as scars, but by far the greatest number of 
cases are vitamin B deficiencies and respond 
favorably to its specific action. 


In a lesser degree painful affections such 
as arthritis may be favorably influenced, 
while others formerly thought to be purely 
mechanical, such as the tenderness and pain- 
ful condition of old amputation stumps, 
may be completely relieved by treatment 
with vitamin B. In those cases of neuritis 
and arthritis which respond favorably to 
vitamin B treatment the underlying cause 
is undoubtedly a low-grade infection re- 
sulting from deficiency. The pain is only 
one response to disease existing in nerve 
tissue, others being affections of sight and 
hearing, paralysis, tremor, dementia and so 


forth. 

Dr. William DeKline, of the Medical De- 
partment of the American Red Cross, has 
reported many cases of heart disease in- 
volving disturbances of rhythm which have 
been successfully treated by the intramus- 
cular use of vitamin B. Other workers have 
found that high-vitamin treatment favor- 
ably affects organic heart diseases. Appar- 
ently vitamin B is the most valuable remedy 
yet discovered for both organic and inor- 
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ganic diseases of the heart. 

The workers with vitamin B have been 
inclined to believe that the heart which re- 
sponds to vitamin B treatment is the beri- 
beri heart, requiring only the single remedy; 
vitamin B. As a matter of fact, the optimum 
treatment of the disease requires attention 
not only to one vitamin or set of vitamins, 
but to all vitamins and also to the intake of 
calcium, iron and iodine as well. ‘Treatment 
with vitamin B, alone has brought favorable 
results, but not the optimum success that 
could have been obtained by attention to 
the whole deficiency group. The fact that 
the treatment has brought encouraging but 
not optimum results has led to emphasis 
being placed on the unfavorable results, and 
has made the question the controversial one 
that it is. 


MOUTH HEALTH 


Dr. Hanke of the University of Chicago, 
in his book on Diet and Dental Health, de- 
scribes experiments among children which 
showed conclusively that the health of teeth 
and gums and their ability to resist infec- 
tion depended very largely on an adequate 
intake of fresh raw fruits and vegetables. 
He interprets this as a need for vitamin C 
and concludes that a proper intake of vita- 
min C will prevent tooth decay, gum dis- 
ease, Vincent’s infection and the effects of 
primary infection in teeth and gums on dis- 
tant parts of the body. He also concluded 
that the disease called pyorrhea is simply a 
manifestation of mouth scurvy. Hanke’s 
work has been confirmed by similar studies 
of others. The only fallacy in this work 
(as in that mentioned under vitamin B) is 
a failure to link up vitamin C with other 
vitamins and minerals. 


DIET AND HEALTH 


In the history of the human race there 
has never been a time when the optimum 
was realized in the matter of diet. In spite of 
the great strength and excellent health en- 


joyed by our primeval ancestors, the living 
conditions of the early human race make it 
seem impossible that at any time the opti- 
mum in diet has been achieved. This may 
account for the evidence of arthritis and 
tooth decay in skeletons which archeologists 
uncover from time to time. This same diet- 
ary situation has undoubtedly — existed 
among the wild animals. The species which 
have attained a satisfactory adjustment in 
the matter of diet have survived, the others 
have perished. 

The assumption that conditions could be 
improved even among lower animals is sub- 
stantiated by the experiments of Dr. Mc- 
Lester of Birmingham. By giving a group of 
rats the optimum diet from birth, he suc- 
ceeded in producing rats that were not only 
physically larger and stronger than the ordi- 
nary rat, but much superior in intelligence. 
This is further substantiated by the experi- 
ment conducted by McCarrison and _ 
in Avitaminosis by Eddy and Daldorf, 1 
which a group of rats properly fed oe 
birth attained approximately twice the age 
of ordinary rats and without developing 
any of the diseases ordinarily associated 
with the aging process. A control group fed 
on human diets of the same locality reached 
an average age which was only about half 
that of the first group and developed many 
cases of skin disease, arthritis, stomach ulcer, 
calculus, arteriosclerosis and cancer. 

The dietary principles here discussed 
have much to do with the high maternal 
mortality in all civilized countries, where 
white flour and sugar supply over half the 
calories consumed by mothers. They also 
have a profound bearing on military affairs, 
as most of the food consumed by armies has 
been preserved by heat or processed by 
milling; these procedures remove the vita- 
min and mineral content of the food, there- 
by reducing the ability of the soldier to 
resist such infectious diseases as influenza 
(a possible explanation of the flu epidemic 
of 1918) and producing a condition in 
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which wound healing is much below the 
optimum. Practically no survivors of the 
World War are at the present time physi- 
cally and mentally sound. At the last meet- 
ing of the American Legion it was an- 
nounced that at the rate at which the vet- 
erans were dying, they would be complete- 
ly gone in twenty years. The mortality 
and morbidity among World War veterans, 
who lived on canned and milled foods, is 
much higher than it was among Civil War 
veterans who in the years of the war lived 
on the country and therefore obtained fresh 


food. 


PATHOLOGIC CONSIDERATIONS 


The pathologic changes in mucous mem- 
brane showing starvation for vitamin A have 
been well described by Wolbach. These 
changes are flattening and hardening of 
highly differentiated cells into flat, func- 
tionless squamous cells. These cells pile up 
in thick horny masses and have a tendency 
to become detached, leaving tiny open 
ulcers. These tiny spots become easily in- 
fected by micro-organisms after the barrier 
of the protective layer of epithelium has 
been removed. A low-grade infection is the 
result. 

Low-grade infections of this type may 
exist on any mucous membrane surface. 
Much of the tendency to diseases of the 
upper respiratory tract and gastrointestinal 
tract may be attributed to this mechanism. 
The same mechanism may result in a barrier 
of new cells being thrown up as the last line 
of defense. These new cells eventually be- 
come parasitic and may destroy the host. 
Deficiencies which permit the invasion of 
the bodily structures by low-grade micro- 
organisms and deficiencies that lower body 
resistance to the point where chronic infec- 
tions are tolerated by the organs instead of 
becoming healed, may be considered, then, 


as preliminary to the development of the. 


parasitic cell masses called neoplasms (tu- 
mor and cancer). 


There are a number of pathologic condi- 
tions definitely known to be precancerous. 
The Plummer-Vinson syndrome is one con- 
dition where food deficiency, chronic low- 
grade infection and malignancy are quite 
definitely linked together. Common condi- 
tions are the recurring plaque of epithelium 
on the lip which finally ulcerates and be- 
comes malignant; chronic, long-continued 
granulomas on the edge of the eyelid; in- 
fected and irritated warts; benign tumors 
subjected to irritation; radiation burns and 
mechanically irritated or infected pig- 
mented moles. All such conditions are v-2- 
cancerous. If the resisting power of the in- 
dividual could be raised to a point where 
such lesions heal without any other treat- 
ment, we can assume that diet is at least one 
factor in the prevention of cancer. 


PRECANCEROUS CASES 


A number of such cases have come under 
observation. Brief descriptions follow: 

1. A lip plaque which had existed for over 
a year recurred, continued to grow larger 
and was on the point of ulcerating. Under 
an appropriate dietary regime it disappeared, 
and there has been no recurrence for a. 
period of two years. 

2. A granuloma on the lower lid had been 
present for two years; under dietary treat- 
ment this also disappeared and has been ab- 
sent for approximately two years. 

3. This case was an infected, painful pap- 
illoma growing under the fingernail and 
extending partly around the edge of the nail 
on the other side. With no other treatment 
than attention to diet, the papilloma disap- 
peared, leaving no scar. 

4. A benign tumor of the skin had at- 
tained the size of a small marble. It was ex- 
posed to trauma and was swollen and tender. 
Upon appropriate dietary treatment the 
tumor shriveled to about one-third its form- 
er size, has lost its tenderness and has under- 
gone a slow shrinkage ever since. 

5. A pigmented mole on the abdomen 
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which had been irritated by the rubbing of 
the belt, was swollen and turgid and was 
inclined to scabbing. After a proper dietary 
regime, the swelling and tenderness of the 
mole disappeared and it became shriveled 
and flat. 

6. A long-standing radiation burn, though 
not completely healed, was much improved 
after proper dietary regime. 

In contrast to these cases is that of an 
enormous pigmented mole which covered 
most of the skin surface from the belt to 
the middle of the thighs of a man twenty- 
two years of age. He was exposed to irri- 
tation from dirt and sweat and the consti- 
tutional factors involved in dietary deficien- 
cies. In the main part of the mole on the 
buttocks, where trauma had been sustained 
by riding a corn cultivator, the mole broke 
down and became cancerous. This caused 
the patient’s death. It is possible that the 
development of the disease might have been 
prevented had the involved area been kept 
completely clean and free from trauma and 
had the genéral resistance of the patient 
been kept at a high point by proper diet. 


VITAMIN THERAPY 


Since pernicious anemia may be treated 
successfully by dietary methods, it is a dis- 
ease caused by dietary deficiencies. Apply- 
ing the ther rapeutic test in this manner, we 
find that a great many patients exhibiting 
digestive disturbances and hyperacidity or 
hypoacidity, but without X- -ray evidence of 
ulcer, may be relieved by high-vitamin, high- 
mineral treatment. These conditions are un- 
doubtedly not due entirely to a diseased 
mucous membrane of the stomach, but are 
also connected with diseased gallbladder, 
bile ducts, liver, duodenum and stomach. 

The surgeon’s interest in this question in- 
cludes proper preparation for operation and 
proper treatment for some time afterwards. 
In elective operations the preliminary prep- 
aration should require some three to six 
months. ‘The postoperative treatment should 


cover a period of at least two years. This is 
particularly true in such cases as exophthal- 
mic goiter, where the basal metabolism is 
increased and consequently the consump- 
tion of vitamin B is about twice normal. 
Since the deficiencies are always multiple 
deficienciés, the preliminary and postopera- 
tive treatment should consist of a surplus of 
the vitamins and minerals mentioned. 

A dietary and concentrate treatment 
should be given which will cover the basic 
needs of the patient and vary according to 
individual needs. The basic dietary intake 
should avoid white flour, sugar products 
and canned food. It should include daily 
one quart of milk or a quarter pound of 
cheese for a sufficient amount of calcium; 
at least a pound of fresh raw fruits and 
vegetables; three to five ounces of fresh 
meat for the basic requirements of iron; at 
least two meals a week of oyster, lobster, 
salmon or shrimp to provide iodine. The 
concentrates should be: vitamin A, 20,000 
international units; B, 1,000 international 
units; C, 2,000 international units; D, 1,500 
international units; G (r.boflavin), 400 gam- 
ina; nicotinic amide, 20 to 50 milligrams; fil- 
trate factors equal to 5 grams of concen- 
trated yeast. To this dose should be added 
three drops of wheat-germ oil. 

As these quantities are considered basic, 
it will be seen that in patients presenting 
predominant symptoms of beriberi or neu- 
ritis, arthritis, tic doloroux, in addition to 
this above-mentioned regime, thiamin may 
be added in a dose of several thousand units; 
this may be given by mouth by hypoder- 
mic. In_ patiertts exhibiting predominant 
symptoms of pellagra, nicotinic acid may be 
given in the same way. In patients showing 
night blindness or other symptoms point- 
ing particularly to a lack of vitamin A, the 
A intake should be increased materially. In 
those showing the symptoms of scurvy, 
vitamin C will need to be added to the basic 
formula in a considerable amount. A wom- 
an with a tendency to abortion should have 
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an amount of E. ten to twenty times the 
amount indicated in the formula. It is well 
known that in goiter the need for iodine is 
for an amount many times the maintenance 
dose. 

This same necessity for doses up to hun- 
dreds of times the maintenance require- 
ments is necessary in all vitamin and mineral 
deficiencies. Sich treatment must be main- 
tained for a period of years in order to at- 
tain the optimum in restoring the patient 
to health in either medical or surgical con- 
ditions involving vitamin and mineral de- 
ficiencies. 

SUMMARY 


The author stresses the need for supply- 
ing multiple, not merely single, vitamin and 
mineral deficiencies. He then describes re- 
cent work showing the effect of vitamin 
feeding on peptic ulcer, neuritis, arthritis, 
heart disease, tooth and gum infections, pre- 
vention of low-grade infections, control of 
cancer, pernicious anemia, and digestive dis- 
turbances. A dietary treatment is outlined. 


RESUME 
Present état de la thérapie vitaminique 
et minérale 


L’auteur fait remarquer le besoin de rem- 
placer multiples défauts vitaminiques et 
minéraux, pas seulement singles. I] décrit en- 
suite des recents travaux qui démontrent 
leffet de l’alimentation vitaminique dans 
lulcere peptique, neurite, arthrite, maladie 
du coeur, infections des dents et des gen- 
cives, prévention des infections légeres, con- 
trole du cancer, anémie pernicieuse et trou- 
bles digestifs. Un traitement dietetique vient 
décrit. 

ZUSAMMENFASSUNG 

Gegenwirtiger Stand der Vitamin und 

Mineral Therapie 


Der Autor hebt die Notwendigkeit einer 
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vielfachen, nicht bloss einmaligen, Adminis- 
tration bei Vitamin- und Mineralmangel- 
krankheiten, hervor. Er beschreibt ferner 
jingste Arbeiten, die den Erfolg von Vita- 
minverabreichung bei Magengeschwiir, 
Neuritis, Arthritis, Herzleiden. Zahn- und 
Zahnfleischinfektionen, Verhiitung von 
geringgradigen Infektionen, MKreyskon- 
trolle, pernizidser Anaemie und Darmver- 
stimmungen, zeigen. Eine Diitbehandlung 
wird beschrieben. 


SUMARIO 


El estado presente de la terapéutica 
vitaminica y mineral 


EI autor insiste en la necesidad de pro- 
veer vitaminas y minerales en las insuficien- 
cias multiples. Después describe un trabajo 
receinte que muestra el efecto de las vita- 
minas de los alimentos en la ulcera péptica, 
neuritis, artritis, enfermedades cardiacas, 
infecciones de los dientes y encias, preven- 
cién de las infecciones ligeras, control del 
cancer, anemia perniciosa y disturbios di- 
gestivos. Se describe un tratamiento dietéti- 
co. 


RIASSUNTO 


Stato presente della terapia vitaminica 
e minerale 


L’A.mette in evidenza la necessita di 
provvedere a deficenze vitaminiche e min- 
erali multiple, non solamente singole. Egli 
descrive poi dei lavori recenti che dimo- 
strano I|’effetto dell’ alimentazione vitamini- 
ca nell’ulcera peptica, neurite, artrite, ma- 
lattie di cuore, infezioni dei denti e delle 
gengive, prevenzione di infezioni leggere, 
controllo del cancro, anemia perniciosa e€ 
disturbi digestivi. Vien descritto un tratta- 
mento dietetico. 











Tissue Injuries Due to Quinine Injections 


F. PEYSER, M.D. 


HAIFA, PALESTINE 


T has been reported on several occa- 
sions that parenteral injections of qui- 
nine or preparations containing qui- 

nine may cause injuries. The following in- 
juries are most frequently cited: 


1. Paralysis of the nerves (n. ischiadicus, 
n. radialis) 

2. Necrosis of the skin 

3. Localized abscesses 


In consequence of the frequent use of 
quinine in Palestine for the treatment of 
malaria, such injuries have naturally come 
to our attention. In addition to several types 
of paralysis of the ischiadicus nerve, on two 
occasions we have also seen paralysis of the 
radialis nerve as a result of the injection of 
quinine in the upper arm. On both those 
occasions the destruction of the nerve and 
its surroundings was so extensive that it was 
hopeless to perform a resection of the nerve 
and then unite it. We were, however, able 
to improve the paralysis by means of 
tendon plastic, according to Perthes’ meth- 
od. 

Balma has already reported that a local 
abscess, however seldom it occurs, may 
cause a general infection with fatal result. 


QUININE TUMORS 


Strangely enough, however, nothing has 
been reported concerning the injury which 
is the subject of this paper—the quinine 
tumor. The latter is by no means rare in 
countries where malaria is prevalent, as it 
is in Palestine. Accordingly, in the course 
of a few years I have come across more 
than 20 such cases, after an experienced 
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nurse had confirmed the first diagnosis for 
me, a newcomer in the country. 

Quinine tumors are granulation tumors. 
rn hey ‘may appear at those places where the 
injections were given. In the majority of 

cases they are to be found in the gluteal 

regions, but as it was customary in previous 
years to administer such injections in the 
upper arm and in the epigastric muscles, we 
have observed two such tumors in the up- 
per arm and in the epigastric muscles. 

Among the peculiar characteristics of 
these tumors is their delayed appearance 
after the injection. The shortest period be- 
tween the injection and the appearance of 
the tumor was one year. In the majority of 
cases these tumors appear a few years fol- 
lowing the injections. In fact, we have in- 
disputable evidence of tumors making their 
appearance some twenty-five years after 
the injections. 

Rarely are these tumors marked by any 
preliminary pains. The patient first notices 
a faint swelling in the gluteal region. ‘This 
is not a surface swelling, but is located well 
under the skin. It takes various forms. 
Sometimes it is a hard lump with a smooth 
surface. More often it has already branched 
out into its surroundings. The size of the 
tumor varies from that of a nut to that of 
a fist. 

In the majority of cases no pain is felt 
under pressure, nor does the patient com- 
plain of any shooting pains. And so it hap- 
pens that most patients stumble upon this 
growth by accident. In other instances, 
however, slight pains cause the patient to 
look for and finally detect the tumor. 

The development of the tumor varies. 
Rarely does it remain unchanged in size. In 























the majority of cases pains gradually set in. 
The surrounding of the tumor swells, the 
tumor rises to the surface, the skin becomes 
red and suddenly opens up. At first only 
turbid fluid seeps out from the fistula. 
Gradually, however, the fluid becomes 
quite discolored as a result of the inevitable 
infection. These fistulas show no tendency 
whatsoever’ to heal and tax the patient 
greatly. The retention of secretion, more- 
over, causes fever. 

In other cases the tumor, so large at the 
beginning, shrinks to a negligible size, so 
that it causes no pain, and its remains can 
hardly be felt. This swelling and shrinking 
of the tumor can occur once or perhaps sev- 
eral times; it is accompanied by painful sen- 
sations, sometimes even by a high tempera- 
ture. Some patients stated that this phe- 
nomenon was brought about by angina or 
a cold, though this observation is not yet 
confirmed. The most remarkable observa- 
tion, however, is that in some cases the 
swelling and shrinking of the tumor have 
appeared simultaneously on both sides of 
the gluteal region. 

The majority of the tumors are situated 
suprafascially in the fatty tissues and only 
very seldom subfascially in the muscles. 
Though occasionally as large as a fist, gen- 
erally they are much smaller, often only the 
size of a hazelnut. They are of a uniform 
circular shape, sometimes with lobes, some- 
times spread out more flatly. They are 
sharply outlined against the surroundings 
of fat or muscles by a clear, solid wall. This 
wall is generally of grey connective tissue 
or more hyaline, sometimes chalky. In only 
one of our cases was the tumor outlined 
against the surroundings by a reddish scal- 
loped line resembling a demarcation border. 


SECTION OF QUININE TUMOR 


On section the surface takes on varied 
appearances; cystic parts vary with solid 
masses. Sometimes the whole mass is one 
entire cyst, which may reach the size of a 
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tangerine. The gray, fibred wall of the 
cyst is sometimes 6 mm. thick, though gen- 
erally considerably thinner. The wall may 
contain hard, knotty lumps, and sometimes 
the cyst is crossed by fibred cords 2-3 mm. 
thick. On two occasions we also observed 
hollow conical prolongations — stretching 
from the wall into the surrounding tissue. 

The cysts contain a fluid or pulpy con- 
tent, sometimes crumbly. Generally the 





Cross section through a quinine tumor showing 
cysts and solid areas. 


color of the content is varied tones of yel- 
low, but it may also be brown or dirty 
gray. In the solid parts are fibred gray and 
chalky cords, forming a network. In the 
meshes, the size of which varies from 14 
to 2 cm. in diameter, lies a content which 
is sometimes pulpy and white and some- 
times hard and yellow like a bone. In addi- 
tion there are turbid and gray areas, sharp- 
ly confined by a capsule. We also observed 
other areas of a bluish color. Normal illumi- 
nating yellow fatty tissues penetrate these 
areas, completing a gaily colored picture. 

We have always observed in prepared 
sections a fibrous capsule made up of thick 
cords of connective tissue, sometimes rich 
in cells and blood vessels, sometimes con- 
taining chalky masses. Connective tissue 
sometimes forms a network of cords in the 
interior, in one case clearly showing bone 
cells. 

In the meshes of this network of cords 
we generally found necrotic masses mingled 
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with granulation tissue. In these necrotic 
masses we were able to recognize, from the 
contour, even cross-striped muscles, fascia 
and fat tissue. In other cases we observed 
only flaky masses without nuclei, or sharp- 
ly confined chalky places, in which finely 
grated chalk was found in a homogeneous 
or vacuolated mass. 

Sometimes the necrotic fat tissue has 
many holes which correspond to dissolved 
cholesterin crystals. An abundance of lym- 
phocytes are to be found in the granulation 
tissues, and only a few leukocytes. Giant 
cells may be present in masses in the neigh- 
borhood of foreign bodies; on the other 
hand, they may also be completely lacking. 
The detritus of the nuclei is almost always 
present. The tissue is well supplied with 
blood vessels. 

The attempt to identify quinine in the 
tumor by chemical means has always failed. 
Bacteriologically the tumors were always 
found to be sterile as long as a fistula had 
not formed. 


ETIOLOGY 


There is no doubt as to the etiology of 
these tumors. Preceding injections of qui- 
nine had been administered in all of the 20 
cases. These injections had caused a necro- 
sis of tissue which the body could not ab- 
sorb. The necrosis is actually well confined 
by a capsule. The granulation tissue, how- 
ever, proves that even after many years the 
process is not yet complete. The body is 
constantly attempting to get rid of the se- 
questrum, thereby increasing the defensive 
process. This increase shows itself in the 
form of a swelling in the surroundings of 
the tumor. 

The differential diagnosis of these tumors 
is not difficult, provided that we take into 
consideration the possibility of a former 
injection of quinine. Nevertheless, in my 
experience these tumors have on several 
occasions been confused with other swell- 
ings, for example, sarcoma. 


TREATMENT 


The treatment, should any be necessary, 
can only be excision of the tumor. On the 
other hand, I must warn against making an 
incision and curetting. This also applies to 
tumors which are already infected or which 
have fistulas. It is almost impossible to re- 
move the chalky and branched masses by 
means of curetting, and the fistula does not 
close up before the last necrotic part of the 
tissue has been expelled. 

Prophylactically, we recommend that in- 
jections of quinine should be given only in 
the gluteal area, well outside the region of 
the ischiadicus nerve, particularly in the 
case of children. Moreover, the injection 
should be made as deep as possible beneath 
the fascia, for the quinine tumors are far 
more often observed in the fat tissue than 
in the muscles. 

Nore: I am indebted to Professor Getzova of Je- 


rusalem for her help in the interpretation of the mi- 
croscopic sections. 


SUMMARY 


To the tissue injuries resulting from qui- 
nine injections, the author adds one pre- 
viously undescribed—the quinine tumor (20 
cases). Quinine tumors appear from one to 
twenty-five years after the injection, are at 
first usually painless and vary in size from 
a nut to a fist. The development varies, 
some tumors swelling, others shrinking. 

On section the cystic parts are seen inter- 
mixed with solid masses in a widely vary- 
ing and highly colored picture. If treatment 
is necessary, it consists in excision. From a 
preventive standpoint, quinine injections 
should be made deep into the gluteal mus- 
cles. 


RESUME 
Dommages des tissues dus aux injections de 
quinine 
Aux altérations des tissues résultantes 
d’injections de quinine, l’auteur en ajoute 
une pas décrite avant—la tumeur de quinine 




















(20 cas). Les tumeurs de quinine apparais- 
sent de 1 a 25 ans apres l’injection, elles sont 
généralement pas douloureuses e¢ elles vari- 
ent en grandeur d’une noisette a un poing. 
Le développement varie, quelques tumeurs 
s'agrandissent, des autres deviennent plus 
pétites. 

A la section les parties cystiques sont en- 
tremélées avec des masses solides dans un 
tableau trés varié et pictoresque. Si un traite- 
ment est nécessaire, il consiste dans |’excis- 
sion. 

D’un point de vue profilactique les in- 
jections de quinine doivent étre faites pro- 
fondement dans les muscles fessiers. 


ZUSAMMENFASSUNG 


Gewebsschaden verursacht durch 
Chinininjektion 


Zu den Gewebsschiden welche durch 
Chinininjektion hervorgerufen werden fiigt 
der Autor noch einen hinzu, welcher bis 
dahin nicht beschrieben wurde—den Chinin 
Tumor (20 Falle). Chinin Tumore treten 
zwischen ein und fiinfundzwanzig Jahren 
nach der Injektion auf, sind zuerst meist 
schmerzlos und variieren in der Grésse von 
Nuss bis zu Faustgrésse. Die Entwicklung 
ist verschieden, manche Tumoren schwel- 
len an, andere schrumpfen. 


Auf Schnitten sind die cystischen Teile 
mit soliden Massen in einem sehr abwech- 
selnden und bunten Bilde. Wenn Behand- 
lung nétig ist, so besteht sie in Excision. 
Vom _prophylaktischen Standpunkt sollen 
Chinininjektionen tief in den gluteal Mus- 
kel gegeben werden. 
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SUMARIO 
Lesiones tisulares debidas a las inyecciones 
de quinina 
A las lesiones tisulares resultantes de las 
inyecciones de quinina, el autor agrega una 
no discutida anteriormente—el tumor de 
quinina (20 casos). Los tumores de quinina 
aparecen de uno a veinticinco afios después 
de la inyecci6n, en un principio son gener- 
almente indoloros y su tamafio varia de una 
nuez a un puno. El desarrollo varia, pues 
algunos tumores crecen y otros se reducen. 
Al seccionar, las partes quisticas se ven 
entremezcladas con masas solidas. Se hara 
una extirpacion en caso de que el tratamien- 
to se haga necesario. Desde un punto de vis- 
ta preventivo, las inyecciones de quinina se 
deberan aplicar profundamente en los mus- 
culos gluteos. 


RIASSUNTO 
Alterazioni dei tessuti dovute ad iniezioni di 
chinino 

Alle alterazioni dei tessuti risultanti da 
iniezioni di chinino, l’A.ne aggiunge una 
non descritta prima-il tumore da chinino 
(20 casi). I tumori da chinino appariscono 
da 1 a 25 anni dopo I’iniezione, sono gener- 
almente indolori da principio e variano- in 
grandezza da una noce a un pugno. Lo svil- 
uppo varia, alcuni tumori si ingrandiscono, 
altri si rimpiccoliscono. 

Alla sezione le parti cistiche sono mes- 
colate con masse solide in un quadro molto 
vario e pittoresco. Se un trattamento é ne- 
cessario, esso consiste nella escissione. Da un 
punto di vista profilattico, iniezioni di chin- 
ino devono esser fatte profondamente nei 
muscoli glutei. 








Cancer of the Breast 





ROUTINE DIAGNOSIS AND TREATMENT 


EUGENE W. BEAUCHAMP, M.D. 


SPRINGFIELD, MASSACHUSETTS 


INCE carcinoma of the breast is found 
in an accessible area, where we can 
study the behavior of the growth as 

probably nowhere else in the body, the 
problem of carcinoma of the breast might 
well serve as a text for cancer in general. 
Here we find clear examples of the early, 
small, localized lesion, the more advanced, 
larger, local tumor, the contiguous lymph 
space spread, the lymph duct spread to re- 
gional nodes and the vascular spread to dis- 
tant foci of metastasis. All these conditions 
can be more clearly visualized and estimated 
here than in any location, since both the 
primary lesion and the regional lymph 
nodes are in our hands, so to speak. 

Would that in our daily examinations we 
availed ourselves of this condition to in- 
clude careful breast examination in rou- 
tine office procedure. We would greatly 
increase the percentage of early tumors of 
the breast brought to surgery. Here, as else- 
where, surgery offers in the early case the 
promise of definite cure. Excepting blood- 
borne metastatic lesions, the region can be 
so carefully cleaned without much risk that 
early diagnosis and thorough surgery are 
paramount. 

Further, in a great number of cases this 
type of tumor responds to roentgen ray 
treatment in such a way that it should not 
be withheld for the hopeless case alone, but 
rather employed as an adjunct to radical 
surgery to destroy those cells which have 
escaped dissection or to imprison owing to 
fibrosis of the vascular bed involved areas 
of tissue which could not be removed. Car- 
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cinoma of the breast kills at a distance by 
the development of metastatic growths. 
Both surgery and roentgen rays should be 
combined to eradicate and imprison cancer 
before distant metastasis occurs. 


DIAGNOSIS 


As a rule the woman (though men are 
not exempt) who harbors a breast cancer 
is in middle life. Sixty-five per cent of 
breast cancers occur between the ages of 
40 and 60. According to Cutler and Busch- 
ke, the patient’s family history is to be seri- 
ously considered, even though heredity is 
not a proved fact. Trauma, probably a fac- 
tor in precipitating a precancerous area into 
malignancy, is not accepted as a specific 
cause of breast carcinoma. The racial fac- 
tor has little weight in the analysis of the 
condition. Pain does not necessarily ac- 
company tumor development; even larger 
lesions are not remarkable by the pain they 
occasion. 

The tumor is usually single and it is hard. 
It may give the impression of definite wall- 
ing-off and localization, or it may be irregu- 
lar with peripheral infiltration. As the con- 
dition progresses, nipple retraction—pig- 
skin appearance—and bloody nipple dis- 
charge add corroborative evidence. The 
glands along the border of the pectoral re- 
gion or in the axilla may be felt in conjunc- 
tion with the tumor when tumor spread has 
occurred. 

Whatever the breast complaint or the his- 
tory, the patient is examined in good light 
while sitting and lying down. Both breasts 
are inspected; the appearance of the skin, 
the presence of localized retraction, the 




















condition of the nipple and the occurrence 
of nipple discharge are noted. Both breasts 
are palpated. The location, the size, the 
consistency, and the surroundings of the 
tumor are recorded. The flat of the hand 
gently compressing the breast against the 
chest wall is thought to be of more value 
than finger-tip palpation in finding a tumor. 
The axillae are then palpated with the pa- 
tient’s hand resting on the head or the pa- 
tient’s arm resting on the examiner’s fore- 
arm. In these attitudes the pectoral muscles 
are more relaxed. The supraclavicular area 
is carefully palpated. We do not transil- 
luminate breasts routinely, though we rec- 
ognize the value of the procedure in dif- 
ferentiating certain tumors and in detect- 
ing duct papillomata. 


BIOPSY 


The patient with a breast tumor which 
is obviously not an inflammatory lesion is 
admitted for what we call a breast series, 
1.€., head, chest, vertebrae, pelvis. Her gen- 
eral condition is appraised, and a biopsy is 
performed, with all in readiness to proceed 
to a radical dissection if the report of the 
frozen section is positive. The biopsy re- 
moves the tumor widely if it is small. The 
frozen section tells us to proceed further or 
to close the wound. We feel that suspicious 
axillary glands, even in the absence of a 
palpable breast lesion, should be submitted 
to biopsy. In cases with inoperable lesions, 
due either to the inflammatory character of 
the tumor or to obvious extrasurgical metas- 
tases, biopsy is not performed. These cases 
are subjected to roentgen rays alone for 
fear of adding fuel to the fire by promoting 


further operative dissemination. 


OPERATIVE PROCEDURE 


The radical operation here as elsewhere 
attempts to remove all possibly involved 
tissue. After excising according to the time- 
honored Halsted method or using the Rod- 
man-Greenough incision advocated by Da- 


CANCER OF THE BREAST 


421 








land-Taylor and others, the skin is under- 
mined, and the axillary dissection is done 
after cutting both pectorals at their inser- 
tion. We believe their sacrifice a prerequi- 
site to thorough cleaning of this area. This 
accomplished, the pectorals and superim- 
posed breast are dissected en masse from 
the chest wall. The amount of skin re- 
moved is not proportionate to the ease of 
closure but rather to the wide removal of 
probable skin involvement. Lateral easing 
incisions may have to be used. It may even 
be necessary to close the wound only par- 
tially and permit granulation before skin 
grafting. 

Regarding edema of the arm, Elliot 
Hutchins of Baltimore (Surgery, Gynecol- 
ogy and Obstetrics, 1939) advises a pro- 
cedure wherein he transplants a portion of 
the latissimus dorsi muscle to the axilla and 
anterior chest wall. This he believes will 
afford more security from a distressing 
aftermath which has troubled most of us. 

The results of the operation per se are 
good. Since this hospital opened in Decem- 
ber, 1937, the staff has performed 55 radi- 
cal breast operations. There have been no 
deaths during the period of hospitalization. 

We do not operate in the following types 
of cases: 

1. So-called inflammatory carcinoma of 
the breast. The Pondville and other hospital 
experiences are definite in this regard. To 
operate simply opens the way to wider de- 
velopment. 

2. Cases with local involvement to the ex- 
tent of fixation to the chest wall and cases 
with palpable supraclavicular lymph node 
involvement. 

3. Patients in whom routine roentgeno- 
gram examination shows distant metastasis. 

4. Lastly, those patients whose physical 
condition, either on account of age or con- 
current disease, renders the operative risk 
unreasonable. 

All these cases receive full roentgen ray 
therapy. It has been our custom not to sup- 









plement radiation in those breasts showing 
negative pectoral and axillary nodes, our 
experience being that radiation to the area 
does not add to the ultimate prognosis of 
cure. Contrarily, the dissections showing 
axillary involvement are given heavy axil- 
lary and supraclavicular radiation, together 
with lighter breast area radiation (6—8,000 
r units). 

All breast cancer patients operated upon 
before the menopause are given routine 
sterilizing ovarian radiation. We have little 
experience with preoperative roentgen ray 
treatment of breast tumors. If employed, 
we would attempt to schedule operation as 
near to the six weeks’ post-treatment date 
as possible. 

In closing, permit me to recall a funda- 
mental cancer principle, i.¢e., a small lesion 
does not indicate a small operation. On the 
contrary, such a lesion calls for great thor- 
oughness, since it usually affords the op- 
portunity for a definite cure by radical 
surgery. 

SUMMARY 

The author advocates careful breast 
examination as a part of office routine be- 
cause of its ease, the advantages of early 
surgery and the danger of metastases. After 
examination a biopsy is performed with all 
in readiness for radical dissection in case of 
positive findings. Suspicious axillary glands 
with no palpable lesion are submitted to 
biopsy; inoperable lesions to roentgen rays 
alone. 

The radical operation is described. The 
author emphasizes that a small lesion does 
not indicate a small operation. Treatment 
is limited to full roentgen ray therapy in 
inflammatory carcinoma, some cases of 
local involvement, distant metastases and 
unfavorable physical conditions. 


RESUME 
Chancre de la poitrine: diagnostique de 
routine et traitement 


L’auteur conseille un attentif examen de 
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la poitrine comme une partie de la visite de 
routine, a cause de sa facilité et des avan- 
tages d’une intervention de bonne heure et 
les dangers des metastases. Aprés |’examen 
on fait une biopsie avec tout prompt pour 
une dissection radicale en cas de décou- 
vertes positives. Des glandes axillaires sus- 
pectes sans de lésions palpables sont exam- 
inées avec une biopsie; les lésions inopéra- 
bles viennent soumises aux rayons roentgen 
seulement. 

L’opération radicale vient décrite. L’au- 
teur met en évidence qu’une lésion petite n’- 
indique pas une petite opération. Le traite- 
ment est limité a une ample thérapie avec 
rayons roentgen sur le carcinome inflamma- 
toire, quelque cas de intéressement local, de 
metastases loines et dans conditions phy- 
siques pas favorables. 


ZUSAMMENFASSUNG 
Brustkrebs: Diagnose und Behandlung 


Der Autor empfiehlt eine sorgfaltige Un- 
tersuchung der Brust bei der Allgemeinun- 
tersuchung in der Ordination, da diese ein- 
fach ist und ein rechtzeitiger chirurgischer 
Kingriff vorteilhaft, und um der Gefahr von 
Metastasen vorzubeugen. Nach der Unter- 
suchung wird eine Probeexcision vorge- 
nommen und alles zu einer radikalen Opera- 
tion fiir den Fall eines positiven Befundes 
vorbereitet. Bei verdichtigen Lymphknoten 
in der Axilla ohne palpablen Befund soll 
eine histologische Untersuchung gemacht 
werden; inoperable Lasionen werden nur 
mit R6éntgen Strachlen behandelt. 

Die radikale Operation wird beschrieben. 
Der Autor hebt hervor, dass kleine Lasionen 
nicht auf einen kleinen chirurgischen Fin- 
griff hinweisen. Die Behandlung ist bei ein- 
em entziindlichen Krebs, bei manchen Fal- 
len von lokalen Reaktionen, bei weit ab- 
gelegenen Metastasen, und bei ungiinstigem 
physischen Zustand, auf volle Réntgenther- 
apie beschrankt. 























SUMARIO 


El cancer del seno: diagnéstico y 
tratamiento 


EF] autor aboga por un cuidadoso examen 
del seno en todo examen rutinario, pues es 
facil y tiene la ventaja de poderse hacer una 
operaciOn oportuna evitando de esta manera 
el peligro de las metastasis. Después de la ex- 
ploracion, se hace una biopsia y si el result- 

ado es positivo se hara una operacién radi- 
cal. Se les debe hacer una biopsia a los gang- 
lios axilares sospechosos atin cuando a la 
palpacion no indiquen lesién; las partes in- 
operables se someteran a los rayos roentgen. 

Se describe la operacion radical. El autor 
hace incapié de que una lesién pequefia no 
indica una operacioén pequefia. [] trata- 
miento se limita a una terapéutica de rayos 
roentgen en el carcinoma inflamatorio, en 
algunos casos de complicacién local, en me- 
tastasis lejanas y en condiciones fisicas no 
favorables. 
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RIASSUNTO 


Cancro del petto: diagnosi comune e 
trattamento 


L’A. consiglia attento esame del petto 
come parte della solita visita di ufficio a 
causa della sua facilita e dei vantaggi di un 
precoce intervento ed 1 pericoli di metastasi. 
Dopo l’esame si fa una biopsia con tutto 
pronto per una dissezione radicale in caso di 
reperti positivi. Ghiandole ascellari sospette 
senza lesioni palpabili vengono esaminate 
con biopsia; lesioni inoperabili vengono sot- 
toposte a raggi roentgen solamente. 

Viene descritta l’operazione radicale. L’A. 
mette in evidenza che una piccola lesione 
non indica una piccola operazione. II trat- 
tamento é limitato ad una larga terapia con 
raggi roentgen sul carcinoma infiammatorio, 
alcuni casi di interessamento locale, metas- 
tasi distanti e condizioni fisiche svaforevoli. 
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The Extended Sacral Operation for 


Cancer of the Rectum 


FELIX MANDL, M.D., F.L-CS. 
JERUSALEM, PALESTINE 


E all know how difficult it is to 

overcome prejudice in surgery. 

In the surgery of cancer of the 
rectum we find that in the opinion of most 
surgeons the only method which fulfills 
all requirements of a radical cancer opera- 
tion is the abdominoperineal or abdomino- 
sacral operation, performed in one or more 
stages. Likewise, it is repeatedly pointed out 
that the perineal or sacral operations alone 
do not represent radical methods. This 
might be true, to some extent, when ap- 
plied to the technic described originally by 
Kraske.® According to this method, after 
resecting the sacrum at different levels and 
opening the pouch of Douglas, it was just 
possible to remove the cancer in healthy tis- 
sue and proceed with the treatment of the 
stumps of the intestine. Figures of this 
“radical” operation are still to be found in 
most textbooks. They naturally belong to 
the past. 

Since Kraske,®° however, the technic of 
the sacral operation has been improved by 
Hochenegg.* The resected specimens ob- 
tained in his service by the transsacral route 
alone do not differ at all from those ob- 
tained by the abdominoperineal methods, 
as regards both length of the resected in- 
testine and the amount of tissue removed 
in the horizontal plane. (I refer to the nu- 
merous figures which may be found in vari- 
ous papers on carcinoma of the rectum 
which I have published.) 

If we have in the sacral operation a meth- 
od less dangerous than the abdominoperineal 


From the Surgical Department, Hadassah University 
Hospital. 


(in which in most cases the sphincter has to 
be sacrificed), and just as radical, these 
facts would seem to urge the improvement 
of its technic. 


FAVORABLE LOCALIZATION 


Carcinomas of the rectum and of the low- 
er sigmoid are among the most favorably 
localized carcinomas, the reasons being: 


1. Organ metastases are rare. According 
to a report from the City Cancer Institute 
of New York (Sala and Barany), more 
than a third of all patients suffering from. 
carcinoma of the rectum remain free of 
inner metastases for the rest of their lives. 
These figures also correspond to 104 post- 
mortem findings in my own material. In 55 
of these 104 cases a sacral operation had 
been performed a considerable time pre- 
viously. No organ metastases were found in 
42 of the 55 operated cases. Forty-nine 
cases were very advanced carcinomata, in 
which a radical operation would not be 
performed. Of these cases 30 were free of 
inner metastases. 

2. The regional lymphatics are involved 
in less than a third of all cases (Pennington: 
findings in 997 autopsies). It is not a rarity 
to find, on microstopic examination of a 
"hes ong group removed during operation 
rom the mesosigmoid, only inflammatory 
processes and no carcinomatous changes. 

The extension through the lymphatics 
depends chiefly on the localization of the 
carcinoma. On the basis of my personal ex- 
perience, I am unable to agree in full with 
the diagrams of lymphatic extension accord- 
ing to Miles. A carcinoma situated in the 
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level of the pouch of Douglas, for example, 
does not spread toward the sphincter region 
(Westhues'®). This observation, which I 
now consider a fact, is often overlooked 
and, notwithstanding the high localization 
of a carcinoma, the distal end of the intes- 
tine is in every case definitely and unneces- 
sarily removed (Mandl: J. Internat. Coll. 
Surgeons (Feb.), 1940). Generally the 
lymphatic metastases are to be found only 
in the neighborhood of the superior hemor- 
rhoidal artery, less frequently in the meso- 
sigmoid. 

3. Carcinoma of the rectum and sigmoid 
is easily diagnosed. In 655 cases which I 
have examined the tumor was localized at 
the level of: 


Up to 4 cm 
10 


15 

Over 15 

It is thus evident that a thorough and re- 
peated digital rectal examination is suffi- 
cient in the great majority of cases. In the 
remaining cases rectosigmoidoscopy will 
allow a more or less exact diagnosis. 

4. The penetration of the carcinoma 
within the intestinal wall is one of the signs 
of an advanced stage. It is true that the in- 
volvement of the adjacent organs after 
penetration through the intestine—likewise 
a feature of an advanced stage—affects the 
prognosis (Dukes'). This is no contraindi- 
cation, however, to operative intervention. 
I know of a great number of cases in which 
the uterus, seminal vesicles, vagina and pros- 
tate were removed and good permanent re- 
sults were recorded. In previous papers I 
have reproduced pictures of specimens ob- 
tanned from such cases. According to 
Dukes,’ the rate of lasting cures in such 
cases varies according to the penetration 
within the intestinal walls. 

5. Excluding the rare melanocarcinomas 
and squamous cell carcinomas of the anus, 
we can assume that microscopically there 
is no particular malignant form of rectum 
carcinoma. Melanocarcinomas are extreme- 


ly rare, while squamous cell carcinomas 
occur in hardly 1 per cent of all cases. Thus 
the microscopic forms of carcinoma of the 
rectum so far known to be most malignant 
play a negligible part in the pathology of 


the rectum. 


INDICATIONS FOR COLOSTOMY 


Apart from the possibility of preserving 
continency, we must endeavor to develop 
the surest and least dangerous operation to 
suit the majority of cases. 

From a painstaking follow-up of 1,000 
of Hochenegg’s cases operated on by the 
transsacral method, I was able to reach the 
conclusion that in the majority of cases of 
recurrence in carcinoma of the rectum we 
have to deal with a local recurrence. It 
seemed to me of importance to draw atten- 
tion to this fact, and I therefore recom- 
mended that the removal be as extensive as 
possible, not only as regards the length of 
the intestine, but also in the “horizontal 
plane” of the carcinomatous region. This 
encouraged me to introduce far-reaching 
changes in the technic of the sacral opera- 
tion. It is my intention to report below the 
method I now employ for this operation. 

First I would like to point out that for 
many years I performed a colostomy pre- 
ceding the sacral operation; this I did in 
most cases except where the conditions 
were especially favorable. This procedure is 
indicated chiefly in the following instances: 


1. Suspicion of inner metastases (palpa- 
tory findings in the liver, ascites, etc.). 

2. Intestinal obstruction by carcinoma. 
Only a preliminary colostomy can start a 
detoxication of the patient. 

3. Patients in whom the maintenance of 
sphincteric function is to be considered. 
These are chiefly young, able-bodied per- 
sons who might be handicapped in their 
work by an incontinency. An operation 
with the view of preserving fecal control 
is indicated naturally only where the high 
position of the tumor in no way endangers 
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the radicality of the operation. With pre- 
vious colostomy all continency- preserving 
operations are much easier to perform, and 
the occurrence of unpleasant complications, 
such as fistulas and obstructions, is less fre- 
quent. 

4. It is evident that no radical operation 
should be performed in the presence of an 
acute intestinal’ occlusion. Here colostomy 
is indicated, but even in these cases it must 
not be permanent. 


In carcinoma of the rectosigmoid I al- 
ways establish a colostomy on the transverse 
colon. The serosa of the two opposite sides 
of the colon is brought together by two 
continuous sutures, to form adhesions of 
8-10 cm. The colostomy is always done 
extraperitoneally, so as to facilitate its later 
closure. On closing the colostomy, proceed 
operatively; 1.e., after excision of the colos- 
tomy and exposure of the serosa, only the 
anterior wall of the colon has to be sutured, 
since the posterior wall was_ primarily 
united, as already described. In many cases 
I have obtained’ good results by the pro- 
cedure for closing the colostomy described 
by Moskowicz.° 


‘OPERATIVE TECHNIC 


Spinal anesthesia is the method always used. Much 
smaller doses than those employed in abdominal oper- 
ations are sufficient. Formerly the dural sac was punc- 
tured between the second and third lumbar vertebrae, 
8 cc. of liquid allowed to flow and 8 cc. of a 1 per 
cent novocaine solution introduced. I now use pro- 
caine hydrochloride, 120-140 mg. dissolved in liquid. 
In hundreds of rectal operations this anesthesia has 
never once failed, nor have any ill effects been ob- 
served. The anesthesia is quite sufficient for the dura- 
tion of the operation, which, once the peritoneum is 
opened, takes place at lower levels. 

It was striking that pulmonary complications were 
only rarely observed after sacral operations, especial- 
ly when spinal anesthesia was employed. These oc- 
cur more frequently following abdominoperineal re- 
sections, as is the case in abdominal operations in gen- 
eral. Spinal anesthesia is the method of choice, espe- 
cially in old persons. Respiration is less interfered 
with in the absence of an abdominal incision, which 
fact is a further explanation for the relatively rare 
occurrence of postoperative pneumonia and _ similar 
complications. 

Since spinal anesthesia is used, we avoid, for psy- 
chological considerations, certain uncomfortable posi- 
tions. I thus operate in the lateral position and not 








in the Depage or the ventral position. The patient lies 
on the left side, the left leg extended and the right 
leg flexed at the thigh as high as possible. 

After suturing the anus with strong silk, the skin 
incision is made, beginning at the level of the third 


sacral vertebra, almost reaching the anus. The inci- 
sion does not follow the median line, but describes 
an elliptic line slightly convex to the right. Strong 
retraction of the skin is followed by removal of the 





Fig. 1. Elliptical line shows point between the third 
and fourth sacral foramen at which the incision is 
made. 


coccyx and sacrum as high as poss:ble. The coccyx 
and sacrum must be dissected before removal. This is 
performed in the superficial layers by making an in- 
cision through the sacral ligaments and cutting around 
the bone. After this the sacrum is removed with ham- 
mer and chisel, halfway between the third and fourth 
sacral foramen, in an elliptic line downwardly convex 
(Fig. 1). Mere compression will suffice to stop any 
bleeding from the sacralis media artery. I have never 
met with any cases of nervous disturbance following 
this relatively high removal of the sacrum. The re- 
section of the coccyx and sacrum does not require 
more than five or six minutes to perform. 

The next step in the operation, suggested by Goetze, 
is in my opinion of utmost importance. After re >moval 
of the sacrum, the hand is introduced along the bone 
into the sacral hollow and a wide area of the fascia 
pelvis visceralis is thus bluntly dissected up to the 
promontory (Fig. 2). It is astounding how, after this 
easy dissection up to the promontory, the whole peri- 
toneal sac protrudes, even without the pouch of Doug- 
las having been opened. This procedure allows, by 
means of the still closed peritoneal cavity, palpation 
of the lymphatics as high as the mesosigmoid; furth- 
ermore, in many cases, it is possible even at this early 
stage to determine the situation of the tumor and its 
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relation to the surrounding organs. Were we to fol- 
low the rules accepted for carcinomata in general 
(carcinoma of the breast, tumors of the testis, etc.), 
we should, already at this stage, before dealing with 
the tumor itself, ligate the lymphatic vessels. For this 
purpose, the pouch of Douglas has to be opened. This 
procedure, however, is quite difficult and requires 
special experience. 
I prefer, in most cases, the following procedure: 
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“healthy” portion of the bowel is thus reached, and all 
parts where lymphatic glands are usually found are 
freed. The exposure of the abdomen thus obtained is 
often surprising. It would be possible to perform an 
appendectomy from below without any difficulty ! 

In mobilizing the bowel it is hard to stick to the 
anatomic rules laid down in the literature. I refer in 
this connection especially to the work of Rubesch, 
Menasse, Steward and Rankin" and others. The bowel 
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Fig. 2. Left. A section through the rectosigmoid. Right. The arrow 
indicates the direction of preparation toward the promontory. 


Having reached the promontory—as described above 
—and having dissected the peritoneal sac without 
opening it, I proceed to deal with the rectum, start- 
ing just above the anal portion. The bowel, however, 
is not approached directly by the sagittal plane. Rath- 
er, the so-called perirectal tissue is dissected on both 
sides, so that, on reaching the region of the ampul- 
la, the rectum is freed from its anterior attachments 
with the greatest amount of tissue possible (operation 
in the horizontal plane). Sometimes these’ perirectal 
tissues are so abundant that the intestine itself is not 
visible. The perirectal masses being successfully pre- 
pared, a strong rubber sling is made to surround the 
freed portion, so that it may act as a tractor in the 
following upward dissection. 

On reaching the level of peritoneal reflection, the 
pouch of Douglas is opened—naturally on its anterior 
side—and the dissection of the surface facing the sac- 
rum is carried further. With the aid of Dechamp’s 
ligature carrier the bowel is mobilized up to the level 
of the superior hemorrhoidal artery. By slight trac- 
tion on the bowel one can always feel with the finger 
the spot where adhesions or natural attachments, in 
this region or in the region of the mesosigmoid, pre- 
vent the sigmoid from further descent. In most cases 
a mobilization of the bowel for a considerable distance 
may be achieved by this means. A mobilization of 
about 40 cm. is no rarity (Fig. 3). In most cases the 





should be mobilized deep into healthy tissue. Further- 
more, attention should be paid to the proper blood 
supply of the mobilized bowel. The most important 
indication of a good blood supply is the pulsation of 
the vessels in the mesosigmoid at a level correspond- 
ing to the mobilized portion. I have the impression 
that the painting of these small blood vessels with a 
6 per cent phenol solution (Doppler) will make it 
easier to observe the pulsation. 

Onlookers at the operation, not acquainted with the 
sacral method, often express their astonishment over 
the efficiency of this method, which fulfills all require- 
ments of radicality, as regards not only the length of 
removed intestine, but also the removal of tissue in 
the horizontal plane. 

When the carcinoma is freed on all sides (it is now 
attached only by the anus below and the mobilized 
sigmoid above), one of three courses is open: 

In case the tumor is situated next to the anus, a 
sacral anus has to be made. Under these circum- 
stances, the sphincter part of the rectum has to be 
completely removed. The removal of the perirectal 
tissues plays an important part especially in this in- 
stance, because this localization is associated with 
metastases in the perirectal tissues. 

If the tumor is situated far enough from the anus, 
a method which will allow fecal control can be con- 
sidered. In case the blood supply to the mobilized 
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sigmoid is satisfactory, the “primary” pull-through 
method can be employed, or complete or partial cir- 
cular suture can be made. However, should the blood 
supply of the mobilized sigmoid be doubtful, the re- 
union of the two bowel stumps must be postponed to 
a later occasion. For this purpose the sphincter por- 
tion of the bowel is cut from within, just above the 
sphincter, and ligated. The stump remains in the 
wound, covered with a pack of gauze. After this the 
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Fig. 3. A specimen obtained after the extended 
sacral operation with preservation of the sphincter. 
The cancer is situated at the level of 26-28 cm. 


sigmoid portion is brought out of the wound as a sac- 
ral anus. (See my report on various methods for 
maintenance of continency in J. Internat. Coll. Sur- 
geons (Feb.), 1940.) 


DISCUSSION OF TECHNIC 


It is clear that the operation cannot be 
smoothly carried out in all cases; neither is 
it schematically uniform. In some advanced 
cases the tumor seems inoperable. Especial- 
ly discouraging are the posterior fixation to 
the lymphatic groups at the level of the 
superior hemorrhoidal artery and carcino- 
matous or inflammatory contracting pro- 
cesses in the region of the mesosigmoid, 
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But, with some practice, one succeeds in 
overcoming the obstacle by palpation, liga- 
ture and subsequent separation. A sudden 
drop of the mobilized intestine follows, and 
the operation is successful. From my ex- 
perience, fewer difficulties are encountered 
in the adhesion of the tumor to the anterior- 
ly situated organs, although they cause dif- 
ficulties in opening the pouch of Douglas. 
To render the operation radical, the vagina 
has often to be removed. Removal of the 
uterus 1s likewise easily carried out. In cases 
of gross adhesions with the prostate, some 
layers of this organ have to be removed. | 
do not recommend total prostatectomy. 
Adhesions or penetration into the bladder 
indicate inoperability of the tumor. 

On dissecting the anterior adhesions with 
the above-mentioned organs, electrosurgery, 
especially recommended by Thorek" to 
suit this operation, finds its proper field. I 
have employed electrosurgery with great 
success. I do not use it, however, in the dis- 
section of posterior adhesions or in the vi- 
cinity of the main blood vessels. 

Should one arrive at a point where furth- 
er dissection of the tumor and its surround- 
ing tissues appears to be an insurmountable 
obstacle, the operation should be given up. 
The colostomy, performed in an earlier 
stage, will enable the surgeon to make this 
decision more easily. There still remains 
the possibility of changing the position of 
the patient during operation and attempt- 
ing to deal with the adhesions by the ab- 
dominal route. With good sacral technic, 
however, I would not expect any advantage 
from the above procedure. With the nec- 
essary experience, the dissection of the tu- 
mor can be as easily achieved by the sacral 
route as through the abdomen. Since 1934 
I have never employed this change of posi- 
tion. Nevertheless, I am of the opinion that 
the surgeon dealing with carcinoma of the 
rectum must master several operative meth- 
ods and be in a position to use the combined 
methods in suitable cases. 
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OPERATIVE RESULTS 


One advocating a particular operative 
method should be able to back his opinion 
by exact statistics. My first operative mate- 
rial is to be found in the reports on 1,000 
sacral rectum operations from Hochenegg’s 
Clinic. In another clinic I performed 88 
radical operations within the period 1929 
to 1934 (Zentralbl. f. Chir., vol. 51, 1934). 

Out of 54 cases operated upon by the 
sacral method, 6 died. Of 32 operated on by 
the extended sacral method, 2 died. I am 
unable to give an exact report of the pa- 
tients | operated upon between 1934 and 
1938. 

In my present field of activity I have ob- 
served only 18 cases of carcinoma of the 
rectum, 17 of which were operated on by 
the extended sacral method. There were no 
deaths. I am yet unable to state anything 
definite about permanent results, because of 
the limited time of observation. Although 
all cases were first observed in an advanced 
stage, and although in 70 per cent the tu- 
mor was situated at quite a high level, the 
radical sacral operation could always be 
successfully performed. 

The various methods of operation are 
given in detail in Thorek’s book on Mod- 
ern Surgical Technic; they are also exten- 
sively treated in Treatment of Cancer and 
Allied Diseases (1940), edited by George 
T. Pack and E. Livingston. 

The method I have described is in some 
ways similar to that Lockhart-Mummery.® 
Nevertheless, I believe that the removal of 
the pericolic tissues as well as the extension 
of the operation in length can be performed 
much more radically with the above-de- 
scribed technic than with Lockhart-Mum- 
mery’s. 

The latter first performs a colostomy and 
then operates by the perineal route. His 
mortality rate amounts to 5.4-10 per cent; 
in the abdominoperineal method it is 20 
per cent. His five-year cures with the per- 
ineal method alone amount to 52.5 per cent. 


In considering statistics on operative 
mortality and permanent cures, one should 
bear in mind that these depend on a par- 
ticular selection of cases. If, for example, 
it is considered obligatory to employ the 
abdominodorsal method in small, mobile 
carcinomas of the ampulla recti, then the 
mortality rate will naturally be small even 
by this major intervention. The permanent 
results will likewise be fairly good. How- 
ever, the efficiency of an operative proced- 
ure can be examined, and a final opinion of 
it formed, only on the basis of average re- 
sults in a large number of cases. From this 
point of view it is my conviction that the 
extended sacral operation fulfills all the 
anatomic and technical conditions required 
from a radical operation. Likewise, it is my 
conviction that the mortality from this 
operation must, at any rate, be lower than 
that observed in any intervention combined 
with an abdominal procedure. 

Pelvic phlegmon and pelvic peritonitis, 
of acute or gradual onset, account for 50 
per cent of the deaths following operations 
for cancer of the rectum. It is yet uncertain 
to what extent sulfonamides can be of help 
in these cases. Nevertheless, the prophylac- 
tic use of these drugs is recommended in 
the various operations for carcinoma of the 
rectum. 


SUMMARY 


A radical method of sacral operation for 
carcinoma of the rectum is described. It 
consists of dissection of the whole peri- 
toneal pouch up to the promontory, after 
the separation of the presacral fascia 
(Goetze’); of the strict performance of an 
extensive operation in the level of the car- 
cinoma in the “horizontal plane”; and of 
the removal of extensive portions of the 
perirectal tissues, in which lymphatic glands 
are often found. 

The operation should be preceded by a 
colostomy on the transverse colon. In case 
the sphincter ani can be preserved on oper- 
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ation, any procedure designed to enable 
fecal control can be employed, immediate- 
ly or secondarily. 

Prophylactic use of sulfonamides after 
rectum operations is recommended. 
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RESUME 
L’opération sacrale pour le cancer du rectum 


Une méthode radicale d’opération sacrale 
our le carcinome du rectum est décrite. 

Elle consiste dans la dissection de toute la 
poche du péritoine jusqu’au promontoire, 
aprés la separation de la fascia présacrale 
(Goetze”); dans l’éxecuter strictement une 
étendue opération au niveau du carcinome 
dans le “plan horizontal”; dans I’asporta- 
tion d’étendues portions des tissues péri- 
tonéales, dans les quels on trouve souvent 
des glandes lymphatiques. 

L’opération dévrait étre précédée par 
une colostomie sur le colon transverse. Au 
cas le sphincter de l’anus peut étre préservé 
dans l’opération, chaque procedimment cap- 
able de controller la rétention des féces 
peut étre employé, immediatment ou bien 
sécondariement. 

Usage prophylactique des sulfanilamides 
est recommandeé aprés des opération sur le 
rectum. 


ZUSAMMENFASSUNG 


Erweiterte sacrale Operation bei 
Mastdarmkrebs 


Es wird eine radikale Methode einer sac- 


ralen Operation bei Mastdarmkrebs _be- 
schrieben. Sie besteht, in einer Dissection 
der ganzen peritonealen Tasche bis zum 
Promontorium, nach Trennung der prisac- 
ralen Fascia (Goetze*), in der genauen 
Vornahme einer ausgedehnten Operation 
in der Hohe des Krebses in der “horizon- 
talen Ebene” und in der Entfernung von 
ausgedehnten Portionen von perirectalen 
Gewebe in welchem Lymphknoten oft ge- 
funden werden. 

Es soll eine Colostomie des Colon trans- 
versum der Operation vorausgehen. Es 
kann, im Falle wo der Sphincter ani bei der 
Operation erhalten werden kann, irgend 
eine Methode zur Erméglichung der fecal- 
en Kontrolle, entweder gleich oder sekun- 
dar vorgenommen werden. 

Es wird eine prophylaktische Anwen- 
dung von Sulfonamiden nach Mastdarm- 
krebs Operationen empfoheln. 


SUMARIO 
La operacion sacral para el cancer del recto 


Se describe un método quirtrgico radical 
para el carcinoma del recto. Consiste en la 
diseccién de toda la bolsa peritoneal hasta 
el promontorio, después de la separacion 
de la fascia presacral (Goetze*); se hace 
una extensa operacién al nivel del carci- 
noma en el “plano horizontal,” y se extirp- 
an las porciones de los tejidos perirectales, 
en donde se encuentran con frecuencia 
ganglios linfaticos. 

La operacién debe ser precedida de una 
colostomia en el transverso. En caso de que 
en la operacién se pueda conservar el es- 
finter anal se utilizara cualquier procedi- 
miento que facilite el control fecal, sea 
immediata o secundariamente. 

Se recomienda el uso profilactico de las 
sulfonamidas después de las operaciones del 
recto. 


RIASSUNTO 
L’ ; mn 
operazione sacrale per il cancro del retto 


Vien descritto un metodo radicale di 
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operazione sacrale per carcinoma del retto. L’operazione dovrebbe essere preceduta 
Consiste nella dissezione di tutta la sacca da una colostomia sul colon trasverso. Al 
peritoneale fino al promontorio, dopo caso lo sfintere dell’ano puo essere preser- 
la separazione della fascia presacrale _vato_ nell’operazione, ogni procedimento 
(Goetze*); nell’eseguire strettamente un’es- _capace di controllare la ritenzione delle feci 
tesa operazione al livello del carcinoma — puo essere adoperato, immediatamente o 
nel “piano orizzontale”; nell’asportare es- _ secondariamente. 

tese porzioni dei tessuti peritoneali, nei Uso profilattico di solfanilamide é rac- 
quali spesso si trovano ghiandole linfatiche. | comandato dopo operazioni sul retto. 


POST GRADUATE TEACHING FOR MEMBERS 
AND FELLOWS 


Under the Auspices of the United States Chapter of the 
International College of Surgeons and Its Post Graduate 


Study Guilds 


In performance of its educational program, the United 
States Chapter of the International College of Surgeons will 
initiate in October special courses of instruction in anat- 
omy, both topographic and regional. This will cover surgical 
procedures, surgical anatomy and autopsy instruction, with 
special reference to macroscopic recognition of tissue changes 
and morbid anatomy; and will be supplemented with micro- 
scopic and histologic confirmation of macroscopic tissue 
changes in disease. These courses of instruction will be made 
of special interest through clinical demonstrations by sur- 
geons, in coordination with the Credential privileges extend- 
ed to members and affiliates of the Chapter. 

The courses will be given by specialists, using adequate 
equipment and material, for the benefit of affiliates of the 
United States Chapter of the International College of Sur- 
geons in Philadelphia, New York, Chicago, Toledo, Ohio, 
and at Creighton University, Omaha, Nebraska, where affili- 
ates of the Nebraska Post Graduate Study Guild will be 
given excellent opportunities for basic instruction in surgery. 

This is but the beginning of a far-reaching program of 
post graduate instruction carrying out the aim of the United 
States Chapter of the International College of Surgeons, to 
afford ample facilities for the elevation of surgical perform- 
ance and teaching of its affiliates and members. 

Further announcements will be made in the Journal of 
the International College of Surgeons as to exact locations, 
dates and instructors. 





Congenital Ocular Development 


WITH REPORT OF A CASE 





H. A. BEAUDOUX, M_.D., F.I.CS. 


SAN JOSE, CALIFORNIA 


MBRYONAL arrest of development 

has puzzled scientists for centuries. 

The irrationality of the pathologic 
and clinical findings has caused bewilder- 
ment and led to controversial deductions, 
perhaps for lack of satisfactory etiologic 
factors to explain the oddities that have 
been observed in the past. 

The cases themselves, and more especial- 
ly the obtainable specimens, have been too 
rare to form a basis for rational and final 
conclusions. Yet from the material at hand 
and from clinical knowledge of cases under 
observation, a suggestion can be offered re- 
garding certain mooted points about the 
embryonal origin and behavior of certain 
tissues and parts even of so anatomically 
complicated an organ as the eye. 

No organ in the body, unless it is the 
brain itself, has such a differentiated cellu- 
lar system as the eye. From the beginning 
of its embryonal life, it undergoes a spec- 
tacular cell differentiation, with a definite 
order of growth and absorption, resulting 
in an ocular system that will focus, record, 
analyze and transmit light waves to the 
visional consciousness. 

One may wonder why such embryonal 
complexity does not fail more often than 
it does. On the other hand, the hereditary 
congenital anomalies so frequently met 
might be considered infrequent failures on 
the part of nature’s embryonal task. It is an 
interesting observation, and a general one, 
that congenital anophthalmos, microph- 
thalmos, pupillary membranes, congenital 
cataracts and colobomas can be hereditarily 
traced. 





CELLULAR ORIGIN 


The unsettled question of the cellular 
origin of certain parts of the eye, such as 
the lens capsule, the retina and the pupillary 
membrane, which is the main interest of this 
report, can be challenged readily on certain 
grounds. Congenital cataracts may be semi- 
fluid or only capsular with an otherwise 
completely normal eye. Total pupillary 
membranes and hyloid arteries exist with- 
out cataractous lenses. Many remnants of 
hyloid artery and membrane in different 
shapes and density are to be seen with or 
without shreds of the pupillary membrane 
or any lens defects whatsoever. In the few 
eyes that have been examined, pupillary 
membrane and hyloid artery have always 
been found coexistent in the same eye. 
Total pupillary membranes are not found 
with congenital cataract, except in mi- 
crophthalmic eyes, where other embryonal 
defects of the visual tract are always pres- 
ent. ii 

It would be a proper deduction to assume 
that tissues which fail to grow, or disappear 
simultaneously, as nature intended, would 
be subject to the same embryonal laws of 
growth and retrogression and _ therefore 
would be of either mesodermic or ecto- 
dermic origin. 

The more or less recent claims that germ 
layers are not so rigidly set apart as former- 
ly believed cannot be denied. There is a 
continual interchange of materials and more 
important cells, and germ layer derivation 
is not as important as some other condi- 
tions, notably the presence and condition 
of the regional organizer. This is undoubt- 
edly true for certain specialized structures 

















such as the retina and cornea, but question- 
able as regards the specialized stratification 
(ten retinal and five corneal) making up 
these structures themselves. 

There still exists separate and definite 
embryonal cellular origin of these layers, 
which should subject them to the same 
biological laws of development and retro- 
gression. This seems evident from patho- 
logic and clinical observations. 

Both eyes grow equally and consistently 
during embryonal life. The hyloid artery 
and the pupillary membrane normally dis- 
appear before birth. On the basis of the 
large number of hyloid artery remnants 
observed after birth, it would seem that the 
pupillary membrane is undoubtedly first to 
disappear. Membranous cataracts are pres- 
ent with or without lens substance, usually 
in both eyes, and never differ in pathology 
in otherwise fully developed eyes. There 
are no adhesions between the iris and the 
capsule. 

Is it not rational to suppose that these 
embryonal and pathologic tissues have a 
common source, subjecting them to the 
same biologic laws in the complicated de- 
velopment of the highly specialized cell 
structures that go to make up the normal 
eye? Should not these facts be considered 
when confronted with a surgical problem? 


CONGENITAL OCULAR DEVELOPMENT 


POSTOPERATIVE results of case reported. 


Such deductions have not been found in 
the literature, though all the data given as 
a basis for these suggestions have been ex- 
pounded, denied, and revised, though not 
correlated, by a number of embryologists 
and clinicians. 


CASE REPORT 


K. S., female, 7 months old, was born with a pupil- 
lary membrane in both eyes (congenital atresia of the 
pupil) (see illustration for her postoperative picture). 
Her maternal grandmother and mother had reduced 
vision in one eye from remnants of the hyloid artery. 
The right eye was of normal size with an immobile 
pupil four times larger than that of the fellow eye. 
There was a muscular contraction to light in four- 
fifths of the peripheral portion of the iris and evi- 
dence of a marked adhesion of the proximal re- 
maining fifth and the pupillary border. The left eye 
was microscopic (about two-thirds the size of the 
right eye) without evidence of light reaction or con- 
sciousness. The left pupil, which was less than 1 mm. 
in diameter, was fixed, and the iris was apparently 
adherent to the lens capsule throughout its entire pos- 
terior surface. The child weaved back and forth in an, 
effort to see through the membrane vasculosa of her 
right eye. 

Any attempt at needling the lens would have re- 
sulted in failure because, like the pupillary membrane, 
the hyloid membrane and artery presumably remained 
unabsorbed. Any endeavor to remove the pupillary 
membrane would have resulted in a torn ne. and 
a traumatic cataract, probably complicated by a disas- 
trous iridocyclitis. 

On the basis of these clinical factors and the firm 
belief that the nupillary membrane did not extend 
under the iris of the right eye much farther than % 
mm. from the pupillary edge, also the presumption 
that the hyloid membrane had retrogressed in about 
the same ratio, it was decided that an optical iridec- 
tomy was the safest and most rational procedure for 
the present. For cosmetic purposes both eyes were 
operated upon the same day under ether anesthesia. 
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The operation was successful and the recovery un- 


eventful except for a mild postoperative reaction in, 


the left eye. This resulted in a slight lagophthalmos, 
which has left the child much improved in appearance, 
as this blind eye is now of the same size as the right 
eye and apparently stationary. What amount of vision 
she has in her right eye is, of course, difficult to say. 
She fixes the faintest kind of light at a great distance. 
She has stopped weaving and moves about and plays 
just as any normal child of her age (she is now 28 
months old). \ 

The site of the first iridectomy was selected to give 
the child partial sight and for cosmetic reasons. 
Many operators might have considered the inner low- 
er quadrant the location of choice. There seems now 
to be ample clear space for distant and near vision. 

This is the sixth similar case of embryonal 
arrest of development seen by the writer 
in his private practice. This is about the 
same percentage reported in many of the 
European and United States ophthalmic 
hospitals and clinics; i.e., 2 for every 32,000 
to 35,000 eye cases on record. 

In conclusion, it should be emphasized 
that the operative procedure to be selected 
in embryonal arrest of development must 
be based upon a knowledge of embryology 
and clinical embryonal pathology. An at- 
tempt to remove the pupillary membrane, 
or the usual needling of congenital cataracts 
in the newborn, has no place in the care of 
cases such as the one presented, but, on the 
contrary, would probably end disastrously 


for the only seeing eye the child had. 


SUMMARY 


The author emphasizes the imperative 
necessity for a correct evaluation of the 
embryology of the eye as a whole when 
confronted with congenital ocular anoma- 
lies and arrest of development. 

A case is reported of a 7 months’ old 
child with congenital atresia of the pupil, 
for which optical iridectomy was success- 


fully performed. 
RESUME 
Anomalies congenitales de loeil 
L’auteur affirme I’impérative nécessité 





d’une correcte valutation de l’embriologie 
de l’oeil en general en presence d’anomalies 
congenitales de l’oeil ou d’arrét de dévelop- 
pement. 

Un cas d’un enfant de 7 mois avec une 
atresie congenitale de la pupille pour la 
quelle une iridectomie oculaire fut faite, 
vient reporte. 


ZUSAMMENFASSUNG 
Die (kongenitale) Augenentwicklung 


Der Autor betont die dringende Not- 
wendigkeit einer korrekten Bewertung der 
Embryologie des Auges im Ganzen, beim 
Antreffen von kongenitalen Anomalien und 
Entwicklungshemmungen. 

Es wird der Falles eines Kindes von sie- 
ben Monaten beschrieben, mit kongenitaler 
Atresie der Pupille, bei welchem eine 
Iridektomie mit Erfolg ausgefiihrt wurde. 


SUMARIO 
Desarrollo ocular congénito 


El autor subraya la imperiosa necesidad 
de valuar correctamente la embriologia del 
ojo en conjunto cuando se presentan anoma- 
lias oculares congénitas y detencion en el 
desarrollo. 

Se cita un caso de un nino de siete meses 
con atresia congénita de la pupila, la cual 
fué operada con éxito por una iridectomia. 


RIASSUNTO 
Anomalie congenite dell’occhio 


L’A.mette in rilievo l’imperativa neces- 
sita di una corretta valutazione dell’embri- 
ologia dell’occhio in genere in presenza di 
anomalie congenite dell’occhio o arresto di 
sviluppo. 

Vien riportato, un caso di un bambino 
di 7 mesi con atresia congenita della pupil- 
la per la quale fu fatta con successo un’- 
iridectomia oculare. 
























The Role of Artificial Menopause in the 


Treatment of Cancer of the Breast 


L. HALBERSTAEDTER, M.D. 
JERUSALEM, PALESTINE 


CTING on the observation that car- 
cinoma of the breast runs a more 
unfavorable course in young wom- 

en than in women who have passed the 
menopause, Schinzinger’ in 1889 recom- 
mended double oophorectomy as an auxil- 
iary measure in the operative treatment of 
mammary carcinoma. Different reasons led 
Beatson? to remove the still functioning 
ovaries in women suffering from breast car- 
cinoma. He reported that this reacted fav- 
orably on the primary tumor and on met- 
astases in skin and glands but had no effect 
on visceral and bone metastases. A number 
of English surgeons followed Beatson’s ex- 
ample, and many reports were published 
on the favorable effect of castration on the 
symptoms and course of mammary carci- 
noma. 

The evidence that roentgen rays could 
produce atrophy of the ovaries (Halber- 
staedter®) made it possible to replace oopho- 
rectomy by roentgen ray castration, and 
this method is now used exclusively (de 
Courmelles,* 1922). 


ANIMAL EXPERIMENTS 


About the same time experimental can- 
cer research took up this problem. The fact 
that it was possible to breed pure strains of 
mice in which the females developed a cer- 
tain percentage, characteristic for each 
strain, of spontaneous mammary carcinoma 
proved of the greatest importance. The 
existence of such strains provided the pos- 
sibility of investigating by means of animal 


From the Radium Department, Hadassah University 
Hospital. 





experiment how far the development of 
mammary carcinoma depended on ovarian 
function or ovarian hormones. The results 
which chiefly concern us here may be sum- 
marized as follows: 


1. Early castration of female mice re- 
duces the incidence of carcinoma in strains 
which show a high percentage of spontane- 
ous mammary carcinoma (Loeb, Cori). 

2. On the other hand, the administration 
of estrin increases the incidence of spon- 
taneous carcinoma in female mice in strains 
which are characterized by a low percent- 
age of spontaneous mammary tumors (La- 
cassagne‘). 

3. Administration of estrin to male mice 
of such strains produces mammary carcino- 
ma, though otherwise they never develop 
tumors (Lacassagne,* Bonser’). , 

4. Mammary carcinoma may be pro- 
duced in male mice by implantation of 
ovaries following previous castration (Mur- 
ray’®). 

5. Administration of estrin produces 
mammary carcinoma in rats belonging to 
a strain in which no spontaneous mammary 
tumors occur (Geschickter'). 

6. “The time required for the appear- 
ance of the mammary cancer was reduced 
if a higher daily dose was injected or if 
compounds of greater estrogenic potency 
were administered” (Geschickter"). 


PURPOSES OF ARTIFICIAL MENOPAUSE 


There is no doubt that the foregoing ani- 
mal experiments, as well as the publications 
of Bittner,!* Cramer,'* Gardner, Allen, 
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Smith and Strong,'* Loeb, Burns, Suntzeff 
and Moskop” and Nelson’ caused a great 
deal of attention to be paid to reports of 
the favorable effects of the artificial meno- 
pause on human mammary carcinoma. On 
practical grounds the artificial menopause 
in mammary cancer was recommended for 
the following purposes: 


1. To prevent pregnancy, which has an 
unfavorable effect on the course of carcino- 
ma in general and of mammary carcinoma 
in particular (Kaplan,’’ Wintz et al. cited 
by Ahlbom,’* Taylor’’). 

2. To prevent the development of car- 
cinoma in mastopathies not yet malignant 
(Olch?*). 

3. Lo prevent or retard recidives or met- 
astases after an apparently radical opera- 
tion, also before such operation (Ahlbom,"* 
Kaplan,’ Geschickter,'' Pfahler,** Wither- 
spoon”'). 

4. As a treatment of inoperable primary 
tumors or local recidives and distant met- 
astases either with or without local therapy 
(Archer and Cooper,”’ Beatson,” Clarkson 
and Barker,”* Daland,”* Dresser,?> Hoff- 
man,”* Martin,?" Pfahler,?* Smith,?® Steel,*° 
Taylor,* and Hunt**). 


In regard to (1), the effect of pregnancy 
on the course of mammary cancer will be 
considered elsewhere. 

In regard to (2), the inhibitory effect of 
castration on the development of mammary 
cancer in predisposed animals has been ex- 
perimentally proved, but it is extremely 
difficult to provide such proof in human 
beings, for this would necessitate observa- 
tion of a large number of patients over 
many years. Figures. given by Herrell* of 
the Mayo Clinic are of interest in this con- 
nection. Of 1,900 consecutive cases of car- 
cinoma of the breast, 1.5 per cent had 
oophorectomy or castration before mam- 
mary carcinoma was found; in 1,010 con- 
secutive cases of women patients 40 years 
and over without malignancy, 15.4 per cent 


had previous oophorectomy or castration. 
In other words, the incidence of oophorec- 
tomy among women without breast cancer 
is ten times as great as among those with 
mammary cancer. 

On the basis of existing knowledge I con- 
sider it justifiable to recommend roentgen 
ray castration in certain cases of well-de- 
veloped mastopathy in menstruating wom- 
en. Olch” advocates this view, though I 
consider he goes too far in advising that 
artificial menopause be suggested as rou- 
tine in women beyond 48 or 50 who are 
still menstruating, “whether or not these 
women have palpable breast changes.” | 
must not omit to mention here that opinion 
is divided as to the significance of mastop- 
athy as a precancerous change; thus Atkins™ 
holds the chance of cancer following 
chronic mastitis as so small that it may be 
disregarded in the treatment of this condi- 
tion. 

In regard to (3), the value of castration 
as an auxiliary measure in radical operation 
and irradiation can be established only after 
years of observation. Even the evaluation 
of postoperative irradiation presents diff- 
culties which are still under discussion after 
many years. The employment of preopera- 
tive irradiation and castration increases 
these difficulties still more. A number of 
well-known workers, such as Kaplan,” 
Pfahler*® and Geschickter'' suggest this 
combination. We recommend it in cases of 
Steinthal II, particularly for younger wom- 
en, and it seems desirable to carry out cas- 
tration at the same time as preoperative ir- 
radiation, as is done by Pfahler.** 

Sufficient figures are not available to justi- 
fy artificial menopause in this group, and 
animal experiments do not yet provide 
direct proof of the favorable effect of cas- 
tration. We are not dealing here with a real 
prophylactic measure against the appear- 
ance or development of mammary carcino- 
ma, for the carcinoma has already devel- 
oped and castration can only influence the 
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course of the disease. Animal experiments 
only show that castration prevents or di- 
minishes the development of carcinoma in 
predisposed strains of mice, whereas the ad- 
ministration of estrin provokes or increases 
it. But no animal experiments have dem- 
onstrated the favorable effect of castration 
on a carcinoma already developed. 

As regards (4), every case in this group 
in which manifest signs of mammary car- 
cinoma retrogressed after castration without 
local treatment proves that it is possible in 
this way favorably to affect mammary car- 
cinoma. It seems justifiable, therefore, to 
report on individual cases falling in this 
group, so that a sufficient amount of mate- 
rial will be available from which it may 
finally be ascertained what kind of cases can 
be influenced by castration, to what extent 
and for how long. 


REPORTED RESULTS 


There is no doubt that castration fre- 
quently fails to prevent the development 
of mammary carcinoma in human beings. 
This may be seen from Herrell’s® figures, 
and it is a fact which is observed in every 
cancer clinic. We have seen several cases 
of mammary carcinoma in women whose 
ovaries had been previously removed by 
operation or inactivated by means of roent- 
gen rays. One of these was a patient in 
whom sterilization followed radium and 
roentgen ray treatment of carcinoma of 
the uterus four and one-half years before 
mammary carcinoma was diagnosed. It can- 
not, therefore, be expected that castration 
will favorably affect a large proportion of 
already developed foci. Local treatment is 
used wherever possible. Furthermore, con- 
sidering that castration alone is performed 
only in cases where there are widespread 
metastases, or where experience has shown 
that local treatment is unsuccessful, the de- 
mands put on treatment by castration alone 
are extreme; therefore any positive results, 
even if they are temporary, are valuable. 


Ahlbom”* reports a large number of cases 
of castration, citing the literature up to 
1930. He concludes that “‘no definite proofs 
have been forthcoming in support of the 
favorable effect of castration in cases of 
cancer (Mammae) at Radium Hemmet.” 
The later literature contains but few im- 
pressive reports of the favorable effects of 
castration without local treatment. Most of 
these cases deal with bone metastases 
(Dresser,?> Martin,?’ Smith”®). Individual 
cases are generally quoted; yet Dresser re- 
ports that of 30 women who had not 
reached the menopause 30 per cent showed 
definite regression of bone metastases fol- 
lowing roentgen ray castration. Improve- 
ment consists of diminution or disappear- 
ance of pain, recalcification, better general 
condition. Regression of the primary tumor 
and of gland metastases or skin nodules is 
reported by Archer and Cooper’ Hoff- 
man”*® and Smith.” Hunt* obtained regres- 
sion of lung metastases in 2 cases. 


In most instances it is indicated that a 
good result was temporary only, lasting up 
to two years, and that relapse occurred with 
rapid deterioration. Clarkson and Barker** 
report improvement of longer duration 
equal to a cure. 

Although the cases showing improve- 
ment after castration alone are not very 
numerous to date, there are, nevertheless, 
as Taylor*' says, several cases with such 
striking improvement as to be convincing 
to anyone who saw them. A particularly in- 
teresting case is referred to by Adair in the 
discussion on Taylor’s paper. In a patient 
with poor general condition and widespread 
skin metastases there occurred without any 
treatment whatsoever spontaneous regres- 
sion of the metastases; her general condition 
was also excellent. She died a year later; 
autopsy showed shrinking of the skin met- 
astases and destruction of the ovaries 
through metastases in them. 


It may possibly prove in the future that 
good results are rare and of only short dura- 
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tion. But even the small number of results 
hitherto obtained are of importance, for 
they show for the first time that cancer 
areas may be influenced without local treat- 
ment and by means of a method for which 
there is in part, at least, an experimental 
basis. 
TECHNIC 

As regards technic, doses must be chosen 
which quickly destroy the function of the 
ovary. I have found the following method 
safe and fairly free from discomfort: 200 
kv., 0.5 cu., 40 cm. distance, size of field 
10x15; two fields for each ovary, one ante- 
rior, one posterior, every field 2x350-400 r, 
according to age and body volume. The four 
treatments for each side must be given on 
four consecutive days, alternating between 
front and back; then if the general condi- 
tion makes it necessary, an interval of two 
or three days may be allowed to elapse be- 
fore the other side is treated in the same 
way. Where possible, treatment should be- 
gin immediately after menstruation. 

The following is a short account of two 
cases regarded as hopeless and unsuitable 
for any local treatment. It is very probable 
that the improvement following the artifi- 
cial menopause is not a permanent one, but 
it is worth noting that good results may be 
attained at all in such advanced cases. 


CASE REPORTS 


Case 1.—H. L., forty-three years old, has been 
under our treatment since July 25, 1938. Menstruation 
was regular. Amputation of the left breast was per- 
formed on March 1, 1936. Metastases were found in 
the axillary glands. Microscopic diagnosis showed 
carcinoma simplex. A recurrence in the scar appeared 
in July, 1937, and was extirpated. On July 3, 1938, 
another recurrence appeared in the chest wall and was 
extirpated. Metastases in the axilla were partially re- 
moved. After that there was a progressive growth of 
local recidives in spite of treatment with roentgen 
ray and radium. On December 7, 1939, a large infil- 
tration in the axilla and in the region of the scar, 
partly ulcerated, was observed, as well as multiple 
nodules on the chest wall, the head and in the inguinal 
region. Radiography showed a shadow in the right 
phrenicocostal sinus. The widespread dissemination of 
metastases and bad general condition made local treat- 
ment impossible. Roentgen ray castration was there- 
fore performed in December, 1939, 








We received no report from the patient after treat- 
ment, and we concluded that she was hopelessly ill or 
dead. But one year later, in December, 1940, the pa- 
tient came to the clinic in very good general condi- 
tion. All nodules were shrunken, the infiltration on the 
chest wall had diminished and there was no ulceration; 
only a small gland in the supraclavicular region was 
palpable. Roentgenograms of the chest showed that 
the shadow in the right side had diminished. The last 
news received in March, 1941, was that her condition 
was very good. 


Case 2.—B. R., thirty-two years old, was admitted 
for postoperative treatment on December 20, 1937, 
Menstruation was regular. On November 9, 1937, 
amputation of the right breast was performed for 
adenocarcinoma, Mastopathy was present on the left 
side. The glands were negative. Postoperative irradia- 
tion was carried out. On August 8, 1940, the patient 
was admitted to the hospital in very bad general con- 
dition, with dyspnea, loss of weight and a dullness in 
the right lower thorax. Radiography showed a shadow 
in the right sinus phrenicocostalis. Puncture material 
was centrifuged and embedded. Microscopic examina- 
tion showed fragments of tissue consisting partly of 
cylindrical and partly of cubical cells surrounding 
lumina. Microscopic diagnosis indicated adenocarcino- 
ma. We recommended castration in view of the hope- 
lessness of any other therapy. This was performed 
by Professor Herrnheiser at the Tel-Aviv Hadassah 
Hospital. The last menstruation was in September, 
1940. Gradual improvement set in in October. Pain 
and dyspnea decreased and the general condition im- 
proved. When examined on February 5, 1941, the 
patient’s general condition was very good; her weight 
had increased from 53 to 62 kg.; she had no pain and 
no dyspnea. Radioscopy still showed an exudate in the 
— sinus phrenicocostalis but much less than be- 
ore. 


CONCLUSIONS 


Animal experiments have demonstrated 
the role of ovarian function in the develop- 
ment of mammary carcinoma. We conclude 
that its absence means the removal of an im- 
portant contributing factor in the develop- 
ment of mammary carcinoma. On the 
other hand, we know from clinical experi- 
ence, as well as from animal experiments, 
that the action of a chemical or physical 
carcinogenic agent is necessary only for the 
initiation of malignancy and that the proc- 
ess then continues uninterruptedly; that 1s, 
it has become irreversible, and the removal 
of the carcinogenic factor is not followed 
by regression or healing of the malignant 
disease. This is shown by animal experi- 
ments with tar, carcinogenic substances and 
light, as well as observations on human be- 
ings who develop cancer when working 
with tar, paraffin and roentgen rays. I here- 




















fore, in those cases where the artificial men- 
opause causes complete or partial regression 
of obvious mammary carcinoma, success 
cannot be attributed solely to the removal 
of an etiologic factor. It must be assumed 
that castration either releases a factor able 
to damage the cancer cell or that fully 
formed cancer cells in mammary carcinoma 
are in part dependent on the continual sup- 
ply of substances derived from the func- 
tioning ovary. 

Solution of this problem requires further 
clinical observation. Since the effect of cas- 
tration on the course of mammary carcin- 
oma has never been observed to be unfavor- 
able, it is suggested that artificial meno- 
pause be carried out in at least those cases 
where local treatment alone holds no hope 
of success. At present, cases in other cate- 
gories must be considered individually. 


SUMMARY 


The favorable clinical effect of castration 
on the course of mammary carcinoma in 
human beings was later confirmed by ani- 
mal experiment. Of particular importance 
are those experiments which show that early 
removal of the ovaries can prevent the oc- 
currence of mammary carcinoma in animals 
predisposed to it. In women the question of 
castration arises not with regard to preven- 
tion but as a treatment for mammary car- 
cinoma already present. Here animal ex- 
periments have not yielded positive results. 
However, clinical observation has shown 
the favorable effect of artificial menopause 
on advanced cases of mammary carcinoma 
in women. 

The author describes two cases in which 
response to this treatment was favorable and 
recommends the use of artificial menopause 
alone or in combination with local treat- 
ment. 
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RESUME 
A wnkiien 
Le réle de la menopause artificielle dans le 


traitement du cancer de la poitrine 


L’effet clinique favorable de la castration 
dans le cours du carcinome mammaire dans 
la femme fut confirmé plus tard par des ex- 
périences dans les animaux. Particuli- 
€rement importantes sont ces experiences 
qui démontrent que precoce asportation des 
ovaires peut prévenir le cancer mammaire 
dans les animaux 4 ce-ci prédisposés. Dans 
les femmes la question de la castration ne 
sourgit pas a l’egard de la prévention mais 
du traitement du cancer mammaire deéja 
present. Dans ce cas les expériences sur les 
animaux n’ont pas encore données des ré- 
sultats satisfaisants. Pourtant l’observation 
clinique a démontré l’effet favorable de la 
menopause artificielle dans les cas avancés 
de cancer dans les femmes. 

L’auteur décrit deux cas dans les quels la 
response a ce traitement fut favorable et il 
recommande Il’usage de la menopause arti- 
ficielle seule ou en combination avec le 
traitement local. 


ZUSAMMENFASSUNG 


Die Rolle der kiinstlichen Menopause in der 
Behandlung von Brustkrebs 


Die giinstige klinische Wirkung der Kas- 
tration im Verlaufe von Brustkrebs beim 
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Menschen, wurde spater durch das Tier- 
experiment bestatigt. Von besonderer Be- 
deutung waren jene Experimente welche 
zeigten, dass eine frihzeitige Entfernung 
der Ovarien das Auftreten von Brustkrebs 
bei solchen Tieren verhindern kann, welche 
dazu eine Pradisposition zeigen. Bei Frauen 
tritt die Frage der Kastration nicht im Hin- 
blick auf die Vermeidung eines Brustkreb- 
ses auf, sondern als eine Behandlung eines 
schon vorhandenen Carcinoma der Brust. 
Hier boten Tierexperimente keine positiven 
Resultate, jedoch haben klinische Beobach- 
tungen eine giinstige Wirkung durch kiinst- 
liche Menopause auf fortgeschrittene Brust- 
carcinoma bei Frauen gezeigt. 

Der Autor beschreibt zwei Falle die vor- 
teilhaft auf die Behandlung ansprachen und 
empfiehlt die Anwendung von kiinstlicher 
Menopause allein oder in Kombination mit 
lokaler Behandlung. 


SUMARIO 


El papel de la menopausia artificial en el 
tratamiento del cancer del seno 


Los efectos clinicos favorables de la cas- 
tracién en el curso del carcinoma del seno 
en el humano se confirmaron mas tarde con 
experimentos en animales. Son de particular 
importancia los experimentos que muestran 
que la extirpacion temprana de los ovarios 
puede prevenir el carcinoma mamario en 
animales predispuestos a él. En las mujeres 
no se practicara la castracion como preven- 
cidn, sino como tratamiento cuando se pre- 
senta el carcinoma del seno. Aqui los experi- 
mentos en animales no han dado resultados 


positivos. Sin embargo, las observaciones 
clinicas han demostrado los efectos favora- 
bles de la menopausia artificial en los casos 
avanzados del carcinoma de la mama en las 
mujeres. 

FE] autor describe dos casos que respond- 
ieron favorablemente al tratamiento y rec- 
omienda el uso de la menopausia artificial 
sola 6 en combinacién con el tratamiento 
local. 


RIASSUNTO 


Il ruolo della menopausa artificiale nel 
trattamento del cancro del petto 


L’effetto clinico favorevole della castrazio- 
ne nel corso del carcinoma mammario nel- 
la donna fu confermato pit tardi da esperi- 
menti sugli animali. Di particolare impor- 
tanza sono quegli esperimenti che dimos- 
trano che precoce asportazione delle ovaie 
puo prevenire l’insorgere del cancro mam- 
mario in animali ad esso predisposti. Nelle 
donne la questione della castrazione sorge 
non a riguardo della prevenzione ma del 
trattamento del cancro mammario gia pre- 
sente. In questo caso esperimenti sugli ani- 
mali non hanno dato ancora risultati sod- 
disfacenti. Tuttavia l’osservazione clinica 
ha dimostrato l’effetto favorevole della men- 
opausa artificiale nei casi avanzati di cancro 
nelle donne. 

L’A.descrive due casi in cui la risposta a 
questo trattamento fu favorevole e racco- 
manda l’uso della menopausa artificiale da 
sola o in conbinazione con il trattamento 
locale. 
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Activities of the 1941 Assembly of the 





International College of Surgeons 


MEXICO CITY, MEXICO, AUGUST 10 to 14 


HE International Assembly of the 
International College of Surgeons 
convened during August in a set- 
ting renowned since the days of the Aztecs 
for its beauty and magnificence. Impressive 
scientific activities, numerous brilliant so- 
cial functions, sight-seeing trips and various 
other entertainments made the occasion a 
memorable one. Visiting surgeons observed 
in the various hospitals of the city a num- 
ber of clinical demonstrations of inestima- 
ble value. 

A series of receptions unforgettable in 
their brilliance was arranged under the 
chairmanship of Dr. Manuel A. Manzanilla, 
whose painstaking preparations were re- 
sponsible in a large degree for the success 
of these functions. 

In honor of the participants in the Inter- 
national Assembly, a reception and lunch- 
eon for fifteen hundred guests were given 
at the roof gardens of the Colonial Hos- 
pital by General Enrique Estarada of the 
Administrative Corps, and by Dr. Gabriel 
Malda, surgeon-in-chief of this famous in- 
stitution, and his staff. Forenoon clinics held 
in the hospital were followed at 2 P.M. by 
the reception and luncheon. Participating, 
besides members of the Assembly, were 
various dignitaries of Mexico and foreign 
countries. 

Two noteworthy events were the recep- 
tion by the Ambassador of Peru, held at the 
Embassy in honor of the Peruvian delegates 
and Assembly guests, and that by Sefior de 
Padillo of the Foreign Relations Organiza- 
tion, and his charming wife, at the magni- 
ficent salons of the Secretariat. 

Those surgeons fortunate to be the guests 





of our Mexican colleagues will long retain 
in their memories the ceremony at the City 
Hall, witnessed by a large audience, at 
which Dr. Fred H. Albee, the International 
President, was decorated with the medal of 
the City of Mexico, symbolizing the honor 
extended to all members of the College par- 
ticipating in the Assembly. On this occasion 
addresses were made by various dignitaries. 
His Excellency, General Manuel Avila 
Camacho, president of the Republic, was 
honorary president of the Assembly. 

President Camacho, with true Latin hos- 
pitality, graciously showed the members of 
the Assembly many official and personal 
kindnesses, for which our profound grati- 
tude is herewith recorded. He granted a 
most impressive audience to the visiting sur- 
geons at his castle, greeting them individ- 
ually. The warmth of his welcome and his 
satisfaction with the Assembly were evi- 
dent. 

In the following brief sentences, the ap- 
preciation of the Assembly was expressed 
by the International Secretary: “Excelentis- 
imo Sefior Presidente de la Republica: La 
Tercera Asamblea Internacional de Ciru- 
janos presenta a Ud. su rendido homenaje 
y agradece profundamente la hospitalidad 
de esta gran nacion y las bondades y gen- 
tilesas de Su Excelencia. Y hacemos votos 
por la grandeza de Mexico y la ventura 
personal de Su Excelencia.” 

Climaxing many brilliant private and 
public receptions was that given by His 
Excellency, Dr. Victor Fernandez Manero, 
chief of the Department of Public Health, 
who participated at the convocation and 
represented the president of the Mexican 
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Republic at the closing reception held in 
Cuernavaca. This beautiful city, beloved of 
the Conquistadores, and the site of one of 
the palaces of Hernan Cortes, was a suit- 





attention in order to make the Assembly 
an outstanding success. His efforts remain 
indelibly engraved, not only in the Annals 
of the International College of Surgeons, 


His Excellency, General Don Manuel Avila Camacho, Constitutional 
President of the United States of Mexico, Honorary President of the Inter- 
national Assembly of the International College of Surgeons. 


able setting for our final function, situated 
as it is in the shadow of Popocatepetl, the 
“montana que echa humo,” and [xtacihuatl, 
the “dama que duerme.” Dr. Manero co- 
operated wholeheartedly with the commit- 
tees, giving of his personal time, funds and 


but on the memories of the delegates. 
Members of the Assembly also enjoyed 
elaborate receptions given by Drs. Ortiz 
Tirado, Gonzalez Ayala, Manuel A. Man- 
zanilla, Miguel Lopez Esnaurrizar, Mario 
Quifiones and a number of other distin- 








1941 ASSEMBLY OF INTERNATIONAL COLLEGE OF SURGEONS 


Dr. André Crotti, International Past President, Member of the Board of Trustees 
and Chairman of the Publication Committee of the International College of Surgeons. 
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Dr. Manuel A. Manzanilla, Vice-President, I. C. S.; 
Chairman of the Assembly in Mexico. 


guished surgeons. 

Delegations from various Latin-Ameri- 
can countries announced the formation of 
chapters of the College. Coupled with the 
scientific program, formation of these new 
units made the event outstanding from the 
professional point of view. 


GREETINGS 


Telegrams, cables and written messages 
poured in from every part of the world. A 
partial list of those who sent greetings to 
the Assembly follows: 


Dr. Angel H. Roffo, director of the In- 
stitute of Experimental Medicine for the 
Study and Treatment of Cancer, University 
of Buenos Aires, Argentina; Dr. R. Mar- 
tinez, rector of the National University of 





Dr. Victor Fernandez Manero, chief of the Depart- 
ment of Public Health, Mexico City. 


Cordoba, Argentina; Dr. Pablo L. Mirizzi, 
president of the Society of Surgery of Cor- 
doba, Argentina; Dr. David Staffieri, dean 
of the Faculty of Medical Science, National 
University of Litoral, Rosario, Argentina; 
Dr. Jorge E. Cavelier, dean of the Faculty 
of Medicine, National University, Bogota, 
Colombia; Dr. Hernando Anzola Cubides, 
secretary of the National Academy of Med- 
icine, Bogota, Colombia; the Minister of 
State of Cuba to the Mexican Embassy in 
Havana (diplomatic communications); Dr. 
Carlos Andrade Marin, Minister of Public 
Assistance of Ecuador; Dr. Julio Enrique 
Paredes C., rector of the Central University, 
Quito, Ecuador; Dr. Reyes Arrieta Rossi, 
rector of the University of Salvador, San 
Salvador; Dr. Ramiro Galvez A., dean of 
the Faculty of Medical Sciences, National 
University of Guatemala; Dr. Victor Fer- 
nandez Manero, chief of the National De- 
partment of Public Health, Mexico; Dr. 
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The International Executive Secretary of the College addressing President Camacho. From 
left to right: Drs. Tirado, Esnaurrizar, Thorek, Manzanilla, Quifiones, Castefiada (behind Dr. 
Quifiones), Manero (chief of the Department of Health), His Excellency, President Camacho. 


Francisco Castillo Najera, Mexican Am- 
bassador to the United States; Miguel Ale- 
man, Federal Secretary of State, Mexico; 
Dr. Felix Mandl, Professor, Hadassah Uni- 
versity, Jerusalem; Dr. R. Dovia, dean of 
the Faculty of Medical Sciences, Asuncion, 
Chile; Dr. Miguel Oliveira y Silva, di- 
rector of Military Sanitation of Paraguay; 
Dr. Wenceslao Medrano, Jr., Secretary of 
State for Health and Public Aid of the Do- 
minican Republic; Dr. V. Diaz Ordojiez, 
dean of the University of Santo Domin- 
go, Ciudad Trujillo; Sir Godfrey Mar- 
tin Huggins, prime minister of Western 
Rhodesia; Dr. J. C. Mussio Fournier, Min- 
ister of Public Health of Uruguay; Dr. Julio 
Garcia Alvarez, Minister of Health and So- 
cial Assistance of Venezuela; Dr. Luis Ur- 
daneta Villasmil, president of the Medico- 
Chirurgical Society of Zulia, Venezuela; 





Senora Soledad O. de Avila Camacho, First 
Lady of Mexico and honorary president of 
the Women’s Committee of Organization; 
General Manuel Avila Camacho, president 
of the United States of Mexico; Sir Hugh 
Devine, Melbourne, Australia; Dr. Nils 
Backer-Grondahl, Bergen, Norway; Mr. 
Hamilton Bailey, F.R.C.S., London, Eng- 
land; Mr. M. Rosen, F.R.C.S., Salisbury, 
Rhodesia; Mr. Rodney Maingot, F.R.CS., 
London, England; and many others. 


SUMMARY OF ACTIVITIES OF THE ASSEMBLY 


After the official welcome at the station 
by the representatives of the municipality, 
state and federation, each surgeon was as- 
signed to his hotel by the Organization 
Committee, the Reforma Hotel being the 
official headquarters. 

From 4 P.M. to 8 P.M. on Saturday and 
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Placing of wreath and address by International President Albee at the monument of the 
eminent Mexican surgeon, Francisco Montes de Oca. 


from 10 A.M. to 2 P.M. on Sunday, regis- 
tration took place at the Organization Com- 
mittee’s office at the official headquarters. 

On Sunday, August 10, at 10 A.M., a 
motor trip was made to Mexico’s National 
Independence Monument at the Paseo de la 
Reforma. Here, in an inspiring ceremony, 
the President of the International Assembly 
deposited a wreath before the eternal light 
which burns there in honor of the heroes 
who died for Mexican independence. 

At 11 A.M. the Assembly members mo- 
tored to the monument of the renowned 
Mexican surgeon, Dr. Francisco Montes de 
Oca, in San Pablo Park. Here the Interna- 
tional President of the College, Dr. Fred H. 
Albee, deposited a floral offering to sym- 
bolize the honoring of Mexican surgery, 
and delivered an address. 

At noon members motored to the monu- 
ment of Louis Pasteur, located in Cuauh- 





temoc Square on the Paseo de la Reforma. 
There the International Past President, Dr. 
André Crotti, deposited a wreath and made 
the following address in honor of Louis 
Pasteur. 


It is only fitting that the members of the Interna- 
tional College of Surgeons should regard it a privilege 
to pay tribute to the Pasteur in whose honor this 
monument was erected. Many great geniuses have 
come and gone before and since the advent of Pas- 
teur but none has ever reached his height of attain- 
ment and his greatness. Many have, indeed, rendered 
illustrious services to science and to humanity, but 
none has ever contributed so notably as Pasteur to 
the welfare of the human race. Pasteur stands and 
will stand forever as a great beacon pouring down its 
light upon the countless generations of the future hu- 
man race. 

His discovery of the micro-organisms of infection 
revolutionized medicine, surgery, hygiene and sanita- 
tion; it gave these sciences an impetus which resulted 
and will continue to result in the saving of countless 
millions of human beings who otherwise would be con- 
demned to perish miserably and prematurely. The 
same forward impetus was given to veterinary medi- 
cine and surgery. Pasteur also salvaged certain indus- 
tries from disaster because of his studies on fermenta- 
tion, as well as his studies on certain physical and 
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At the Pasteur monument, where International Past-President Crotti placed a wreath and 
he and the French Ambassador to Mexico delivered addresses. 


chemical problems. 

Gentlemen, we who are so proud of the great 
achievements of today’s surgery should think of what 
our great profession would be were it not for Pas- 
teur. All that is necessary in order to realize what he 
has meant to surgery is to look back and see what 
surgery was before the advent of this great man. At 
that time, surgery was a nightmare to the patient and 
to the surgeon; mortality from suppuration, gangrene 
and pyemia was so frightful that it staggered even 
the most courageous surgeon. Think of a mortality 
of over 60 per cent in amputations alone, and this at 
the hands of the most skillful surgeons of the day! 
Think also of that foul acrid stench which gripped 
one's throat when going through the surgical wards, 


where pus was flowing out of every wound! 

All that is changed, and this because of Pasteur. 

The life of this amazingly great scientist and equal- 
ly amazingly modest, simple and religious man ought 
to be, for each one of us, an object lesson which 
should be our daily guiding principle. To his followers 
and listeners he would repeat incessantly : “Work, keep 
on working and never cease working; be yourself the 
most severe critic of your own work. Never make a 
scientific statement unless you are sure to be able to 
prove it.” 

Pasteur loved science not for the glory it might 
bestow upon him personally, but for the relief it might 
bring to poor suffering humanity and also for the 
credit it might reflect upon his beloved country, his 
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beautiful France. 

In one of his philosophical moods, he once said, “La 
science- n’a pas de patrie parce que le savoir est le 
patrimoine de 1’ humanité, le flambeau qui éclaire le 





Dr. Fred H. Albee, International President. 


monde.” (Science has no country because knowledge 
is the property of humanity, the torch which illumi- 
nates the world.) 

Indeed, science is the property of no one man or 
country; it belongs to the human race itself; it is an 
heirloom, a gift that God has made for the human 
race, to be used but not to be owned by individuals, 
much in the same way as the sun is no one’s property 
though its rays brighten and warm the life of the 
world. 

If it is true that Pasteur said “La science n’a pas de 
patrie,” he also said, “but a scientific man must have 
one.’ 

Gentlemen, no one can ever hope to be a Pasteur, 
but certainly every one can strive to apply to his 
daily scientific and private life the same guiding prin- 
ciples and Christian motives which made Pasteur so 
great. 

The International College of Surgeons is proud to 
bow its head in profound respect and admiration of 
this very great man. (Applause) 


The Ambassador of France to Mexico 
also delivered an address, as follows: 


Discurso de su Excelencia sefor don Gil- 


bert d’Arvengas, Ministro de Francia en 
México. 


Estoy profundamente agradecido por la gentil in- 
vitacion que se sirvid dirigirme el Comité de Organi- 
zacion de la Asamblea Internacional de Cirujanos, 
actualmente reunida en México. Esta amable invita- 
cién me ha permitido asociarme al significativo hom- 
enaje que los eminentes Delegados de esta importante 
manifestaci6n cientifica internacional se han propuesto 
rendir al gran sabio francés, Pasteur. 

En el instante en que la humanidad ha conocido 
una de las épocas mas agitadas de su historia; en el 
momento en que los mas altos valores morales son 
tan discutidos, en que los mas nobles ideales que han 
guiado la evolucién del mundo se ven amenazados, y 
en que el progreso cientifico parece orientado tnica- 
mente hacia la destruccién, es verdaderamente con- 
solador y profundamente emotivo el ver reunido, bajo 
el clima hospitalario y el hermoso cielo de México, 
este importante Congreso, que da a los eminentes 
sabios la oportunidad de confirmar el significado so- 
cial de su vocacién, consagrada al alivio del sufri- 
miento humano. 

El homenaje que los eminentes Delegados a esta 
Asamblea Internacional de Cirujanos se han propuesto 
rendir a la gran personalidad de Pasteur, es altamente 
significativo. En las horas de tristeza y congoja por 
que atraviesa Francia en estos dias, la gloriosa evoca- 
cién del nombre de Pasteur, cuyo genio inmortal brilla 
sobre el mundo, concede a los franceses el derecho de 
conservar intacta su confianza en el glorioso resurgi- 
miento de su patria y de manifestar su fe inquebrant- 
able en el destino tradicional de Francia al servicio 
del progreso, de la ciencia y de la humanidad. 


The formal opening of the scientific ses- 
sions and commercial exhibits took place at 
1 P.M. at the Hotel Reforma. In the after- 
noon a motor tour was made to the castle 
in Chapultepec Park. The governor of the 
Federal District, in the name of the City of 
Mexico, entertained with an afternoon con- 
cert and declared all of the delegates to the 
convention honor guests of the city. Tea 
was served on the beautiful terraces of the 
Palace of Chapultepec, where Maximilian 
and Carlotta once held court. 

In the evening a motor trip was made to 
the Palace of Fine Arts on Juarez Avenue. 
There, in the grand theater of this magnifi- 
cent building, the solemn inaugural cere- 
mony of the General Assembly of the Inter- 
national College of Surgeons was held in 
full regalia. The entourage of the president 
of Mexico, His Excellency, Manuel Avila 
Camacho, participated in the opening of the 
Assembly. Addresses were made by the 
Chairman of the Organization Committee, 











Presidents of the International College of 
Surgeons and Secretary of the International 
College of Surgeons, followed by the con- 
vocation and conferring of degrees on new 
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Asamblea Internacional de Cirujanos, hecha 
por el Excelentisimo Sefior General de 
Division Don Manuel Avila Camacho, 
Presidente Constitucional de la Republica 


Dr. Desiderio Roman, President-Elect, International College of 
Surgeons and President of the United States Chapter. 


Members and Honorary Fellows of the Col- 
lege. Prominent Mexican government offi- 
cials and diplomatic representatives partici- 
pated in the program, which was broadcast 
over the Mexican network. 


Declaratoria de Inauguracion de la III 





Mexicana. 


Hoy, 10 de agosto de 1941, en nombre del Gobierno 
de la Republica Mexicana, declaro inaugurada la III 
Asamblea Internacional de Cirujanos. 

Honorables Doctores: Aprovecho esta ocasién 
para expresar a ustedes la simpatia con que mi Go- 
bierno ve la realizacién de esta Asamblea, de la que 
espera, por los esfuerzos generosos de ustedes, que 


Solemn inaugural ceremony in the Palace of Fine 
Arts. His Excellency, the President of the United 
States of Mexico, at the microphone; to his right, the 


First Lady, Dofia Soledad O. de Avila Camacho, 
and their entourage of dignitaries. 


Dr. Manuel A. Manzanilla, Mexico, president of the 


Committee of Organization of the International As- 
sembly, delivering an address at the inaugural cere- 
mony at the Palace of Fine Arts, Mexico City. 
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la humanidad encuentre un bien mas; asimismo quiero 
darles el mas cordial saludo. 


The welcoming address, given by Dr. 
Manuel A. Manzanilla, who presided, fol- 
lows: 

Sefior Presidente de la Republica, Sefiores Secre- 
tarios de Estado y Jefes de Departamento, Sefiores 
Representantes Diplomaticos y  cientificos, Sefior 
Presidente del Colegio Internacional de Cirujanos y 
Colegas del mismo, Sefioras y sefiores: El Comité de 
Organizacién que tengo el honor de presidir, culmina 
esta noche su obra tesonera y empefiosa, satisfecho 
del deber cumplido y la palabra prometida. Dura ha 
sido la tarea que le fue encargada, pero no puede existir 
labor creadora sin lucha ni dolor.-E1 laurel y la palma 
son fruto del ideal y el ensuefio es motor del afan; 
ensuefio y afan por amor a la patria, suave patria por 
cuya grandeza y renombre bien poco vale la vida 
misma; ensuefio y afan que esta noche florecen, nuncio 
de 6pimos frutos, a la sombra de un recio varon, el 
sefior Presidente de la Republica, y con la atenci6on 
solicita de hombres comprensivos, los sefiores Secre- 
tarios de Relaciones Exteriores y Gobernacién y el 
Jefe del Departamento de Salubridad Publica, este 
ultimo amigo fraternal. 

La venturosa realidad no pudo tener mejores ni 
mas grandes auspicios, la magnifica empresa no 
podria enorgullecerse de mas limpios timbres ni mas 
puros entusiasmos. Aun mas, un claro’ recuerdo 
clamoroso de nuestro historial quirtrgico ilumind 
el camino fatigoso y Aspero, pero sobre el sendero 
recorrido soplaba el viento alborozado por la cosecha 
procer. No quiero repetir una vez mas, por brevedad 
de tiempo, la maravillosa teoria de fechas y hechos 
que, con caracter de prioridad en América, coronan 
gloriosamente la tradicién cientifica de este México 
de nuestros anhelos e inquietudes, joven heredero de 
arcaicas disciplinas; la Asamblea Internacional de 
Nueva York, que antecede a la que hoy va a in- 
augurarse, conocié de esta fama. Sin embargo, quiero 
y debo repetir que, en esta nueva ocasién, reviven 
nuestras tradiciones de hidalguia y belleza; México 
acoge con carifio esta eminente manifestacién de cul- 
tura, porque México sabe, y lo proclama siempre en 
su doctrina como Estado, que son necesarias la buena 
voluntad entre los hombres y la tolerancia y el respeto 
amistoso entre las naciones, para que pueda brillar 
sobre este mundo atormentado la solidaridad humana. 
Asi pues, al reunir en el corazon del pais, en la 
ciudad Capital que es cerebro de la Patria, a grupo 
tan selecto y recibir con el mayor afecto Asamblea 
tan insigne y trascendente, no puede menos en cada 
uno de sus amantes hijos que formular palabras de 
hospitalidad y estimulo, expresando la mas cordial 
bienvenida a estos hombres de buena voluntad, que 
trabajan santa y silenciosamente’ por el bien y la feli- 
cidad de los que viven y sufren. 

Sed bienvenidos. 


On Monday, Tuesday, Wednesday and 
Thursday, August 11 to 14, the scientific 
sessions were held. 

The numerous and _ interesting papers 
read will appear in our JourNAL. All in all, 
the Assembly proceedings left an indelible 
impression on all participants and guests. 
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Dr. Raymond W. McNealy of Chicago receiving the Honorary Fellowship. 


MEETINGS OF THE HOUSE OF DELEGATES 
AND GENERAL ASSEMBLY 


The meetings of the House of Delegates 
were held in the Beethoven Room at the 
Reforma Hotel, according to the manner 
prescribed by the constitution and by-laws. 


First Session, Monday, August 11, 2 P.M. 
The meeting was called to order by the 
International President, Dr. Fred H. Albee. 
At roll call all delegates presented their 
credentials, which were approved. 

Dr. Albee appointed the following com- 
mittees: Committee on Annual Reports, Dr. 
André Crotti (U.S.A.), Dr. Charles H. 
Arnold, (U.S.A.), Dr. Moses Behrend 


(U.S.A.); Committee on Resolutions, Dr. 
Herman de las Casas (Venezuela), Dr. 
Manuel A. Manzanilla (Mexico), Dr. Max 
Thorek (U.S.A.). 

Reports of officers.—President’s report: 
Dr. Albee made a report, expressing his 
pleasure with the progress made, and ex- 
pressed thanks for the wholehearted coop- 
eration he received from all officers and 
members. Treasurer’s report: Dr. William 
Seaman Bainbridge presented a certified 
auditor’s statement from November 28, 
1939, to July 1, 1941, which was approved. 
The executive secretary’s report was read 
and approved. A Committee of Nomina- 
tions was appointed. 














452 





The Executive Secretary called attention 
to the loss, by death, of one of the vice- 
presidents, Dr. Theodore Papayoannou of 
Cairo, Egypt, and suggested that a period 
of silence be observed in his honor. 
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to read as follows: “The nomination for 
President-Elect shall also be made by the 
Nominating Committee appointed by the 
President”; the words “except that of Pres- 
ident-Elect” in Paragraph 1 of Article IV 





Dr. Frederick M. Douglass, Past President, and Chairman of 
the Board of Governors of the United States Chapter of. the Inter- 
national College of Surgeons. 


Resolutions.—The following resolutions 
and amendments were introduced: 

Be it resolved that the second paragraph 
of No. 1 in Article IV, reading “The nom- 
ination for the office of President-Elect 
shall be made from the floor of the House 
of Delegates,” shall be deleted and be made 


_¢ Quorum: A majority of the members of 





shall also be deleted. 

Be it resolved that the number of the 
Board of Trustees of the International Col- 
lege of Surgeons be increased to nineteen. 

Be it resolved that Article VII of the By- 
Laws, Paragraph 12, be expanded to read: 


* 
> 





















the Board of Trustees shall constitute a 
quorum. If less than a quorum be present, 
the action of the meeting shall, nevertheless, 
be valid if an accurate copy of the minutes 
of said meeting be sent for approval and rat- 
ification to each of the Trustees who shall 
have been absent from such meeting, and 
if the minutes of such meeting be approved 
and ratified in writing by a majority of 
members of the Board of Trustees. Such ap- 
provals and ratifications shall be filed with 
the minutes of the meeting.” The resolu- 
tion was carried. 

Add Article VIII between Articles VII 
and IX, immediately preceding Fees and 
Dues. 

Add to Article IX, No. 3: “Chapters 
other than the United States Chapter shall 
decide the fees they are to contribute to 
their respective chapters; at no time shall 
the amount sent to the International Trea- 
sury be less per member than eleven Amer- 
ican dollars annually, to be allocated by the 
central office as follows: six dollars for an- 
nual subscription to the JourNaL and five 
dollars for diploma expenditures and other 
incidentals.” 

In Article X, delete the words “Austra- 
lia,” “South,” “Central” and insert the 
words “Latin America” following the 
word “North.” 

Article XII, No. 1: Add to the end of the 
paragraph, “and such others as the House of 
Delegates shall elect.” 

Article XIII, No. 2, second paragraph, 
last sentence: Substitute the words “House 
of Delegates” for “General Assembly.” 

Article XIX, No. 1: Add to the end of 
the paragraph following the word *“quor- 
af the following, “of the general assem- 

y.” 

Article XX, No. 4: Substitute the words 
“House of Delegates” for the words “Gen- 
eral Assembly.” 

Add to Article XI at the end of “com- 
ponents of the General Assembly,” “The 
components of the House of Delegates to- 
gether with such registered Fellows in good 
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Dr. Duncan MacPherson, New York City, Vice- 
President, United States Chapter, I. C. S. 



































Dr. Moses Behrend, Chairman of the Board of 
Medical Examiners. 





Dr. Francisco Grafia; President of the Peruvian 
“wrog of Surgery; Member of Board of Trustees, 
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standing as may be present at the House of 
Delegates shall constitute the General As- 
sembly.” 

Article X, No. 1, under Item 4: Change 
the wording “3 to 5 in number” to read 
“3 to 7 in number.” 

These resolutions being unanimously ap- 
proved, the meeting adjourned. 


Second (Final) Session 


The following resolution was introduced 
and unanimously carried: 

“Whereas Dr. André Crotti has, since the 
inception of the International College of 
Surgeons, given his undivided efforts, con- 
siderable funds and valiant defense to the 
principles and ideals for which the Inter- 
national College of Surgeons stands, and; 

“Whereas, outstanding surgeon that he is, 
loyal co-worker that he has proved to be, 
idealist and lover of truth that he has proved 
himself, and; 

“Whereas his outstanding contributions 
to surgery and indefatigable endeavors in 
the cause of research for the alleviation of 
human suffering are known to all who have 
had the honor of being his co-workers and 
call him friend, 

“Be it resolved that the everlasting grati- 
tude for his efforts toward the advancement 
of the College be placed on the records of 
this Assembly and perpetuated in the Ar- 
chives of the International College of Sur- 
gow gf ihe gone 

A vote of thanks and appreciation was 
extended to the Mexican Chapter and its 
leaders. Dr. Albee stated, ““We must never 
forget the royal hospitality extended to 
members of the Assembly by the Mexican 
Chapter and particularly the painstaking 
work and devotion of Dr. Manzanilla.” 
(Applause. ) 

Dr. Francisco Grafia, president of the 
Surgical Society of Lima, Peru, expressed 
his delight with the activities. He pledged 
that the Peruvian Chapter will be a fact 
within a month. A letter was read from the 


Surgical Society of Peru, signed by its pres- 
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Dr. Rudolf Nissen, Member of the Board of 
Trustees. 


ident and its secretary, stating that on July 
10, 1941, at the meeting of the Peruvian 
Academy. of Surgery, a decision was 
reached to form a Peruvian Chapter of the 
International College of Surgeons. 

Election of president-elect—Dr. Fred 
Douglass, in a brief nominating address, 
nominated Dr. Desiderio Roman as Inter- 
national President for the ensuing term. 
This nomination was seconded by Dr. Crot- 
ti. No further nominations being made, 
the secretary cast a unanimous ballot for the 
election of Dr. Desiderio Roman as Inter- 
national President-Elect of the Internation- 
al College of Surgeons. 
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Report of Committee on Nomination and 
election of officers—The nominating com- 
mittee reported through its chairman, Dr. 
Lopez Esnaurrizar, the following nomina- 
tions: 

Vice-Presidents: 

Dr. C. L. Jackson, U.S.A. 
Dr. M. A. Manzanilla, Mexico 
Dr. H. de las Casas, Venezuela 
Dr. Alex Stanischeff, Bulgaria 
Dr. A. Mario Dogliotti, Italy 
Dr. Ali Ibrahim Pascha, Egypt 
Treasurer: Dr. William S. Bainbridge, 
U.S.A. 
Executive Secretary: Dr. Max Thorek, 
US.A. 

Representatives: 

Europe, Mr. Hamilton Bailey, London 

U.S.A., Dr. A. A. Berg, New York 

Near East, Dr. Felix Mandl, Palestine 

Asia, Dr. J. C. McCracken, Shanghai 

Latin America, Dr. Alberto Gutierrez, 
Argentina 

Rest of world, Sir Hugh Devine, Mel- 
bourne, Australia 

Trustees: 

Dr. Rudolf Nissen, New York 

Dr. André Crotti, Columbus, Ohio 

Dr. Francisco Grafia, Lima, Peru 

Dr. Charles H. Arnold, Lincoln, Ne- 
braska 

Dr. Custis Lee Hall, Washington, D.C. 

The President called for nominations 
from the floor. There being none, the secre- 
tary was instructed to cast a unanimous vote 
for the election of the officers nominated by 
the Nominating Committee. 

Addresses were made by the retiring 
President, Dr. Crotti, the present incum- 
bent, Dr. Albee, and others. Dr. Crotti’s 
address follows: 

Officers, Delegates and Members of the Interna- 
tional College of Surgeons: 

Before retiring, it behooves me to pass in review 
some of the important events which characterize the 
history of the International College of Surgeons, at 
least, so far as I know it. 

The International College of Surgeons was founded 


in 1935. Its original constitution and by-laws were 
officially registered in Geneva, Switzerland, by Profes- 
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Dr. Felix Mandl, Palestine. elected Rishenutasive 
for the Near East. 





Dr. Charles H. Arnold, Lincoln, Nebraska, Execu- 
tive Secretary, United States Chapter, and Member of 
the Board of Trustees, I. C. 
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sor Jentzer of Geneva and others. Switzerland was 
chosen because it is a neutral country, and since Gen- 
eva was at that time the site of the League of Na- 
tions, it seemed to embody better than any other city 
the international spirit of the College. A permanent 
International Director-General, an International Secre- 
tary-Treasurer and an International Secretary-Treas- 
urer for Europe were appointed. 

The idea of the International College of Surgeons 
became popular from the start. Scores of eminent sur- 
geons from all over the world joined readily. The 
surgeons of this country were not exceptions, and 
Professor Dean Lewis of Johns Hopkins University 
accepted the Presidency for the United States Chap- 
ter. Professor Jirasek of Prague accepted the Inter- 
national Presidency and thus became the first Presi- 
dent of the International College of Surgeons. 

The reasons for the immediate popularity of the 
International College of Surgeons were many. The 
idea of banding together the outstanding surgeons of 
the world was quite appealing, although in reality 
such an idea was not new, since there already exist 
many medical and surgical societies of the interna- 
tional type. However, the self-imposed program of the 
International College of Surgeons was ambitious. and 
novel. Indeed, the International College of Surgeons 
did not, nor does it now, intend to be only a loosely 
jointed aggregation of members meeting every two 
years for scientific and social intercourse, and falling 
thereafter into a complete state of hibernation, during 
which its influence as an association upon the advance- 
ment of surgery, would come to a standstill. The Col- 
lege must be a teaching organization and not merely a 
pantheon where surgeons of prominence come to rest 
in peace. The College felt, and feels, that eminence 
carries with it a moral obligation to impart to others, 
especially to the young generation of surgeons, a part 
of the experience and skill accumulated by such emi- 
nent surgeons during their many years of service to 
humanity. This conception has resulted in. the elabora- 
tion of an educational program which I shall discuss 
with you later. 

Above all, the College has emphasized, at all times, 
that it desires to cooperate with all existing surgical 
societies and to discourage antagonisms in any form. 
To deny any group of scientific men the right to join 
for the purpose of advancing surgery would be to at- 
tack one of the fundamental principles most dear to 
the medical profession, academic freedom of thought 
and action. 

From the very beginning I wholeheartedly advo- 
cated the autonomous functioning of the various chap- 
ters of the International College of Surgeons under 
the aegis of the parent body. The formation of chap- 
ters with a definite program crystallizes, better than 
would any other plan, the aims and ideals of the 
International College of Surgeons and gives greater 
impetus to its development. The subsequent history of 
the College has confirmed to these views. 

In December, 1937, the United States Chapter of 
the International College of Surgeons was organized 
in the city of New York, at a meeting officially called 
by the then Director-General, and other chapters have 
formed in various parts of the world. It was my great 
privilege and honor to occupy the chair of the Presi- 
dent of the Unitedy.States Chapter for the two years 
following its inception, from December, 1937, to Octo- 
ber, 1939 

That since its inception the activities of the Col- 
lege have gained momentum is exemplified by its 
various activities, 



















Our publication, the JouRNAL oF THE INTERNA- 
TIONAL COLLEGE OF SURGEONS, is making steady prog- 
ress, and I bespeak your wholehearted support for its 
further development. It is being sent to every part of 
the world. It is the medium through which our mem- 
bers in various parts of the globe are informed of the 
activities of the College. 

It was unfortunate that, in the very beginning of 
the existence of the College, a life tenure for some of 
the officers was adopted. This is an objectionable fea- 
ture in any organization. It is apparent that, for the 
sake of the,smooth running of any organization, the 
life tenure of office of the international officers should 
not be continued. With this aim in view, I have ar- 
dently advocated and worked for the elimination of 
this undesirable feature from the original constitu- 
tion and by-laws. This step was submitted to all mem- 
bers for study, suggestions, approval or disapproval. 
The approval was unanimous except for one dissenting 
vote from abroad. 

At the special Executive International General As- 
sembly duly called by the then International Director- 
General, at the time of the annual meeting of the 
United States Chapter in Philadelphia, in October, 
1939, the revised international constitution and by-laws 
were submitted to the International General Assembly 
for ratification. They were adopted. New interna- 
tional officers were elected and some of the old offices 
ceased to exist. 

The financial status of our organization is reflected 
on our books, which have been audited by certified 
public accountants in New York and elsewhere and 
have been found to be in perfect order. Not only have 
many of the Council and the President devoted their 
time and energy to carrying out the ideals of the Col- 
lege, but every one of them has contributed finan- 
cially to the advancement of the College. Little or no 
money was ever refunded to these individuals for 
funds they expended in the running of their respective 
offices. The object of these personal financial sacrifices 
was to keep the treasury intact as much as possible, 
so as to be able to devote funds to the development 
of the College and also to establish a reserve for con- 
tingencies. 

Gentlemen, the International College of Surgeons 
is progressing because of the enthusiasm, devotion, 
loyalty and untiring efforts of its constituents. 

It has been pointed out that the College was regis- 
tered in Geneva, Switzerland. However, because the 
European war was bringing about, almost overnight, 
profound geographical changes in the map of Europe, 
and also because of the difficulties and uncertainties 
of communication with Europe, it was feared that the 
College might find itself without a legal status should 
anything untoward happen. For that reason it was 
deemed prudent to secure a legal status in the United 
States. With this in view, the International College 
of Surgeons has been duly incorporated in Washing- 
ton, D.C.; it still retains, however, its ‘original incor- 
poration in Geneva, Switzerland. 

I take pardonable pride in being responsible for the 
conception and execution of the diploma of the College. 
The motto (Pasteur) “La science n’a pas de patrie” 
was chosen as fitting best the ideals of the Interna- 
tional College of Surgeons. The few French lines 
written on the diploma represent the fundamental prin- 
ciples which should guide the conscience of each sur- 
geon: 

“Rappelez-vous que la vie et la santé de vos malades 
dependent de votre savoir et de votre conscience; ne 
laissez jamais les advantages materials et personnels 


1941 ASSEMBLY OF INTERNATIONAL COLLEGE OF SURGEONS 





Dr. Ralph Matson, Seattle, Washington, Vice-Presi- 
dent, United States Chapter, I. C. S. 





Dr. A. Stanischeff, Sofia, Bulgaria, Vice-President, 
| tol Gre 5 
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devenir les guides de votre conduite. Souvenez-vous 
que votre devoir est de rechercher sans cesse votre 
perfectionment professionel. Aussi, noubliez jamais les 
egards que vous devez a vos confreres.” (Remember 
that the life and the health of your patients depend 
upon your knowledge and your conscience; never al- 
low material and personal advantages to become the 
guides of your conduct. Remember that your duty is 
to seek incessantly professional improvement. Also, 
never forget the consideration you owe to your col- 
leagues. ) 

I wonder sometimes if perhaps these few French 
lines written on the diploma should not be written in 
the language of the country in which the recipient 
resides. Your reaction on the subject will be welcome. 

The College thinks in terms of education and not 





Reception in the City Hall. Members of the Organ- 
ization Committee (Drs. Manzanilla, Esnaurrizar and 
Garcia with Lic. Francisco Doria Paz, chief of the 
Executive Council of the City of Mexico). 
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in terms of self-adulation. It regards the surgical pro- 
fession as the grandest and the noblest profession in 
the world. It gladly and justly recognizes what other 
medical and surgical organizations, especially the 
American Medical Association and the American Col- 
lege of Surgeons, are doing in the field of education 
in the United States. It recognizes not only that an 
unquestioned moral solidity is a fundamental require- 
ment for a truly high-class surgeon, but that knowl- 
edge, skill and experience are the quintessence of sur- 
gical superiority. 

The College realizes that the high-class surgeon is 
“made” not “born.” To be sure, some naturally possess 
certain qualities which may facilitate their progress 
as individuals. In the last analysis, however, no indi- 
vidual will ever reach the desired high level who does 
not follow the long route of hard work, who does not 
master the fundamentals of such allied sciences as 
surgery, anatomy, pathology and internal medicine, 
and who does not serve a long apprenticeship under 
the tutelage of a high-class surgeon, This preparatory 
work is essential not only during internship, but for 
long years after actual practice is established. In fact, 
it is between the ages of thirty and forty-five years 
that a surgeon prepares the level at which.he will 
spend the remainder of his surgical life. 

On the other hand, it is very difficult, and always 
onerous, for a young surgeon frequently to take suffi- 
cient time from his practice to travel and seek im- 
provement. In consequence, the College desires to 
make more accessible to its members the means of sur- 
gical improvement. 

With this in view, the College has organized what 
is known as the Surgical Guilds, patterned on the 
idea submitted by Dr. William J. Jepson of Iowa. 
These surgical guilds consist of small local groups of 
College members, who meet at a given hospital, where 
surgical cases are operated upon and surgical problems 
are discussed by the members of the local group or 
guild. However, much remains to be done in the way 
of organization, in the way of deciding how frequent- 
ly meetings should be held and other details. 

These surgical guilds are only a part of the ambi- 
tious educational program which the College has un- 
dertaken. The College realizes that the surgeon who 
knows anatomy, physiology, internal medicine, pathol- 
ogy, bacteriology and so forth will make a far bet- 
ter and safer surgeon than the one who knows little 
about these branches. 

The surgical guilds are only part of the educational 
program which the College has undertaken. We feel 
that the basic sciences are inseparably entwined with 
good and safer surgery. With this basic idea the Col- 
lege is organizing various short courses in some of the 
branches mentioned, with which Associate Members, 
Members and Fellows will be urged to assist. Person- 
ally, I hope that the time will come when some of 
these courses will be made mandatory if one wishes 
to retain his’ membership in the College. The presi- 
dential page of the June issue of the JoURNAL OF THE 
INTERNATIONAL COLLEGE OF SURGEONS, written by the 
distinguished President of the United States Chapter, 
Professor Desiderio S. Roman, gives a very clear 
idea of what the College contemplates doing. Also, the 
newly adopted constitution and by-laws of the United 
States Chapter are very clear on the subject. 

The credential booklet issued to each member acts 
as a scientific passport to open the doors of scientific 
surgical centers whenever and wherever presented. 

In conclusion, I wish to emphasize that the Inter- 
national College is founded on solid principles. An 





























International President Albee receiving the 


at a ceremony at the City Hall. 


immense amount of work still remains to be done 
toward consolidating and extending our program. The 
task can only be accomplished by having at the helm 
the best and highest type of individuals, who will un- 
selfishly carry out their duties to the fullest extent, 
their only objective service to others. Petty politics 
and cliques have no place in professional organiza- 
tions, for invariably they spell ruin wherever existent. 
Strict adherence by the component chapters to the 
tenets of the constitution and by-laws will avoid many 
pitfalls. 

No chapter can be too critical in the selection of its 
candidates. Quality should be its prime motive—not 
numerical strength. 

As far as the United States Chapter is concerned, 
I, personally, hope to see the day when Fellowship in 
the American College of Surgeons will be made man- 
datory before acceptance into the International Col- 
lege of Surgeons. 

Article III, Sections 3 and 4, of our constitution 
provides that Members and Fellows should confine 
their activities to surgical work alone. These require- 
ments should be strictly adhered to when selecting 
men. The classification of the membership into Fellow, 
Member and Associate Member is somewhat confus- 
ing, since all three groups are, in the last analysis, 
“members” of the College. A more distinctive classifi- 
cation should be found, one that would designate more 
definitely the three grades. 

I hope that the “special courses” idea will promptly 
assume concrete and well-organized form. 

Finally, it is my sincere hope that the fullest sup- 
port be given by all toward the fulfilment of the 
ideals of the College through its JoURNAL and 
through all its educational activities. (Applause. ) 


Palabras del sefior doctor don Victor Fer- 
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decoration and diploma of the City of Mexico 


nandez Manero, Jefe del Departamento 
Federal de Salubridad Publica de México, 
en su caracter de Representante Personal 
del sefior Presidente de la Republica, al 
efectuarse la clausura de la III Asamblea 
Internacional de Cirujanos, en la ciudad de 
Cuernavaca. 


El Sefior Doctor Fernandez Manero dijo: 

En nombre del sefior general de decisién don 
Manuel Avila Camacho, Presidente Constitucional de 
los Estados Unidos Mexicanos, declaro hoy catorce 
de agosto de un mil novecientos cuarenta y uno, 
clausurada la III Asamblea Internacional de Ciru- 
janos, que el Gobierno de Mexico ha considerado con 
el interés que merece acontecimiento de su importancia 
y trascendencia. 


Discurso del sefor doctor don Gonzalo 
Castefiada, Presidente del Capitulo Mexi- 
cano, en el banquete de clausura, Hotel 
Chulavista, ciudad de Cuernavaca (Agosto 


14, 1941). 


Sefior Presidente, Sefioras, Sefiores: 

Esta semana de Agosto quedara escrita en los 
anales de la Medicina de América, en la historia de 
Anahuac También. La legendaria y opulenta ciudad 
de México, la sultana del valle, recibid orgullosa a 
hombres proceres de lejanos paises; el Gobierno de la 
Nacion, la sociedad y protomédicos de la Cirugia 
mexicana al agasajar a representativos de la ciencia, 














Dr. Gonzola Castefiada, President of the Mexican 
Chapter of the International College of Surgeons. 


rindid6 homenaje al saber sin mirar la nacionalidad, 
porque segtin lema del Colegio la ciencia no tiene 
patria. Por un entusiasmo que animé a la gentileza 
oficial, toc6 al Capitulo Mexicano recibir en esta 
Asamblea a miembros del Colegio Internacional de 
Cirujanos de paises diversos, para provocar un choque 
de ideas y un trueque de sentinientos. El nombre, la 
carrera y el mérito de muchos nos eran conocidos, ya 
existia el vinculo espiritual, faltaba escuchar el verbo, 
ver el semblante y sentir cerca las ondas de su men- 
talidad. 

Semana memorable. Unos hombres atravesaron 
desiertos, otros traspasaron montafias o cruzaron el 
mar para acudir, trayendo en su Cagaje el genio de 
su raza y la luz de su talento; los Gobiernos, las In- 
stituciones enviaron la aristocracia la flor y nata de 
sus Cirujanos. 

Esta Asamblea se reunid cuando la humanidad se 
destruye, las Naciones se devastan y las juventudes 
mueren, ha sido simbdlica porque predica la paz; dice 
su alta voz que si la politica y el interés distancian a 
los pueblos, que si las religiones y las filosofias apar- 
tan a los hombres, queda algo todavia que los une, 
acerca y funde, ese algo es la ciencia de la Medicina, 
es la Gnica que tiene el hermoso y magico poder de 
hermanarlos, porque la Medicina la hizo el dolor, y 
el dolor es humano, eterno, purificador. 

La Matematica que estudia la fuerza, las ciencias 
fisicas que estudian la materia, orgullo y trasuntos 
de la civilizacion, fueron creadas para domar y apro- 
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vechar los elementos de la Naturaleza, todo para la 
felicidad, se han desviado, ahora hacen la desgracia; 
la Medicina ha estudiado la vida para el bien sin 
torcer su camino, sin mirar la raza, credo y con- 
dicién, existe como manda el Evangelio para justos 
y pecadores, riega la salud, como el manantial que 
brota en las alturas y Caja en torrente a fecundar los 
valles. 

Por esta misién de altura la benemérita ciencia 
médica ha conquistado la simpatia y el consenso de 
la opinién; ésta adivina que cuanto labor y esfuerzo 
despliegue se reflejara en un progreso benefactor, 
transformado en alivio de la existencia. Un sector, 
una rama de la Medicina es la Cirugia, gloria de la 
inventiva y del talento humanos; su actividad es 
agresora del equilibrio vital, derrama sangre, mutila, 
profana nobles visceras, roza la muerte, pero su 
actuacion resucita y salva. Su pensamiento es generoso, 
pero su osado impetu la ha hecho atrevida y cruenta, 
vuelto temible; orgullosa, suele olvidar lo que Dios 
dijo a las olas, ide aqui no pasaras! Las leyes de la 
vida, la moral le marcan lindes que le dicen jhasta 
aqui ! 

Hay que limitar su libertad, que aprisionar su obra 
en la verdad, que calmar su ardor, su entusiasmo 
desmedido con el sedante del juicio y la raz6n, que 
piense y funde sus actos para que no se pierda, 0 
no se manche con el ageno dolor. Hay que formarle 
un cddigo de ética con leyes cientificas que la au- 
toricen, debe rectificar sus errores, pulir y retocar sus 



































verdades. Ese retoque y pulimento habran de surgir 
de la universal experiencia, de un acuerdo de los 
doctos y de la conversion de lo plural en lo unanime. 
Si en- los Laboratorios se crea, es en las Asambleas 
donde se legisla para el mundo. 

Ahora bien, la capacidad finita del hombre, la 
brevedad de su vida productora es impotente, en fun- 
cién individual y solitaria, para abarcar el inmenso 
saber que exige una actuacién médica eficiente y 
util. El médico necesita estimulo y consejo para per- 
feccionarse, luz nueva que intensifique la suya; un 
Congreso sabio lleva ese pensamiento, compartir la 
sabiduduria. - 

Hermoso es que un hombre riegue para el bien 
el fruto de su vida, que convide lo propio con nobleza 
y desinterés, que legue a la posteridad una conquista, 
asi se perpetia y glorifica. Pero mas hermoso es 
cuando los hombres en coro y armonia vierten un 
saber que es fruto, que es simiente fecunda que se 
transforma en flor cuando cae en el que llora por el 
dolor. Eso es un Congreso, eso ha sido esta Asamblea 
Internacional de Cirujanos. 

Hombres de buena fé fogueados en la _ lucha, 
veteranos del bisturi, en labor mutua y reciproca han 
mostrado el-conocimiento, desvelado secretos e im- 
puesto*su pefsonalidad; aqui quedan muchos nombres, 
aqui dejan ‘afectos y recuerdos, muchas ensefianzas. 
La Cirugia, Arte al que mueve la ciencia, despues de 
nuestra Asamblea no queda en el puesto de ayer, did 
im paso adelante; en las sesiones qued6 probado que 
los cirujanos que vinieron a México no se formaron 
en los salones de un Club sino en los Anfiteatros, que 
no trajeron palabras, sino obras. 

El trabajo austero de la ciencia que el libro en 
sus alas de papel llevara un dia a las distancias, quedd 
orlado con actos de emocién. La Asamblea abrié su 
programa llevando flores y pleitesia a los huesos sa- 
grados de los padres de la Independencia de Méxi- 
co, como un simbolo fué a rendir homenaje a Montes 
de Oca, representativo ilustre de la cirugia nacional, 
visit6 también la estatua de Pasteur, el gran francés, 
y le hablé al bronce, porque en él vibran aquellas in- 
mortales palabras que son el anima del Colegio. Antes 
de que los visitantes de allende las fronteras cono- 
cieran las riias de la ciudad, quiso el Comité de 


OrganizaciOn que desde una altura y en rafaga con- 


templaran su belleza conjunta, para ello los Ilevé al 
Alcazar de Chapultepec, casa teatro de una epopeya 
y real mansién de un principe infortunado. Las de- 
legaciones extrangeras tuvieron horas felices cuando 
sus Embajadas les abrieron sus puertas para que 
entraran en su propio pais y vieran de cerca su ban- 
dera. 

Se desbordaron, compitieron las atenciones, cor- 
tesias y agasajos oficiales. En el Palacio Nacional, el 
Presidente de la Republica, cordial, estreché la mano 
y felicité a los congresistas; la Cancilleria abrid sus 
suntuosos salones para hacer oir el canto vernaculo; el 
Concejo de la ciudad, en cabildo, en presencia de 
las efigies de los virreyes de la Neuva- Espafia, de- 
claré a los cirujanos del Colegio, huéspedes de honor ; 
mirando a las damas se multiplicaron las recepciones 
sociales, todo en suma fué un concierto que mostré 
al mexicano como caballeroso y al pais como civilizado 
y culto, 

Pero el éxito y brillo de la jornada se debid 
mejor a los hombres que a las cosas, el entusiasmo 
del Comité de Organizacién y el Capitulo Mexicano 
fué sdlo motor, la energia vino de afuera; los que 


trajeron toga a la usanza romana no traian el mérito 
en sus colores y las franjas, ese talar cubria una vida 
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ya fecunda; la venera no hace al sabio, si es un blasén 
que orna la sabiduria. 

La Asamblea toca a su fin, cierra hoy su programa 
entre los encantos y caricias de la Naturaleza, en 
esta ciudad de Cuernavaca, india de origen y que 
habit6 Hernan Cortés, el férreo conquistador. Hemos 
querido con esto, Sefiores congresistas, que vuestras 
ultimas impresiones de México os sean gratas y 
perdurables; si nada os llevais de ciencia mexicana, 
Ilevad siquiera nuestros afectos y grabados estos 
horizontes Yoquisiera, Sefiores, partir mi corazon 
para dar un pedazo a cada congresista, quisiera, que 
mis ojos miraran a través de la lejania para seguiros 
viendo, pero ya que ello no es dable, llamo a nuestro 
espiritu, para quien no existe la distancia ni el 
tiempo, él nos unira mientras nos anime la vida. En 
esta Asamblea nacieron simpatias, fraternidad, senti- 
mientos que no acabaran porque los sustenta no sdlo 
la ciencia del bien, sino algo que es glorioso y comin 
en este continente del Nuevo Mundo, los nombres de 
Washington y Maceo, de Hidalgo y Bolivar, de Sucre 
y San Martin, los libertadores de América. 


DISTINCTIONS 


Dr. Conrado Nufiez G. presentéd the 
medal of the Academy of Medical, Physical 
and Natural Sciences of Havana to Dr. 
Manuel A. Manzanilla, who was also hon- 
ored by receiving the diploma of Honorary 
Member from the Peruvian Academy of 
Surgery, presented him during the Convo- 
cation by the president of the Peruvian 
Academy of Surgery and delegate of the 
Peruvian Government to the Assembly of 
















Dr. Juan José Martinez, F.A.C.S., F.I.C.S., Na- 
tional Regent, I. C. S., for Nicaragua, Dean and 
founder of the medical school and hospital of Granada, 
Nicaragua, Central America. 


the International College of Surgeons. Ap- 
propriate addresses accompanied the pres- 
entation. Dr. Max Thorek, the Internation- 
al Executive Secretary, was decorated with 
the medal of honor by the Venezuelan 
Government. 


Address of Dr. Bainbridge conferring Hon- 
orary FE ellowship and National Regency for 
Nicaragua upon Dr. Juan José Martinez. 


Juan José Martinez: 

Citizen, Senator, Surgeon and Public Benefactor: 
You have founded ‘a school of medicine and a hospital, 
from which you have dispensed human help and char- 
ity. You have visited the great clinical centers of the 
United States and of Europe, in quest of knowledge 
and efficiency for the benefit of mankind. You are a 
fellow of the American College of Surgeons. By vir- 
tue of the well-merited position which you have at- 
tained as a man of science, I have the authority, given 
me by the Council of the International College of 
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His Excellency, R. A. Calderon Guardia, President 
of the Republic of Costa Rica. (Hon.) F.I.C.S. 


Surgeons, to confer upon you the Fellowship of the 
International College of Surgeons (honoris causa) 
with all the rights and privileges inherent thereto. 

I am further appointing you National Regent for 
Nicaragua. 


Response of Dr. Juan José Martinez. 


Your Excellency, President Somoza, and Madam 
Somoza, Honorable Minister of the United States and 
Staff, Honorable Members of the Cabinet, Members 
of the Medical Profession, Captain and Mrs. Bain- 
bridge, and distinguished guests: 

In accepting the high honor bestowed upon me by 
the International College of Surgeons through the 
medium of its distinguished representative, Dr. Wil- 
liam Seaman Bainbridge, I do so primarily as a 
citizen of Nicaragua. I am conscious of the fact that 
this betokens an acknowledgment of my long years of 
experience, in which I have consecrated all my efforts 
to the elevation of the quality of medicine and sur- 
gery in my beloved country for the benefit of my fel- 
low men. 

In accepting this honor, I desire to dedicate it to 
His Excellency, General Anastasio Somoza, president 
of Nicaragua, as a token of my admiration for his 
































devotion to the best interests and welfare of our 
country, and for his many activities on behalf of the 
medical profession, lately for his initiative and sup- 
port in the creation of a Central University in Ma- 
nagua, which is destined to foster the greatest educa- 
tional influence in our land and people. 


Address of Dr. Bainbridge in bestowing the 
Honorary Fellowship and National Re- 
gency for Costa Rica upon His Excellency, 
Dr. Rafael Angel Calderon Guardia. 


Rafael Angel Calderon Guardia: 

Distinguished Citizen and Leader of the Republic of 
Costa Rica, and Eminent Surgeon: I am vested with 
full authority and academic requirements to confer up- 
on you the Fellowship of the International College of 
Surgeons, at the request of the Executive Council of 
the International College of Surgeons (honoris causa). 
At the same time I am further instructed by the 
Council to appoint you National Regent of the Inter- 
national College of Surgeons for Costa Rica, with all 
the rights and privileges appertaining thereto. 


Response of His Excellency, Dr. Guardia, 
President of Costa Rica. 


Dr. William Seaman Bainbridge and esteemed col- 
leagues: 

The honor which the International College of 
Surgeons, through the eminent physician and surgeon, 
Dr. Bainbridge, has chosen to bestow upon me gives 
me supreme satisfaction, particularly because I ap- 
preciate the deep feeling of Pan-Americanism which 
inspired it. 





1941 ASSEMBLY OF INTERNATIONAL COLLEGE OF SURGEONS 





465 


We are witness to a worldwide catastrophe which 
has shaken the foundation of human well-being as 
never before. Perhaps in the near future we shall 
play our part in this apocalyptic convulsion of the 
human race. 

In the present state of international affairs, it is 
only a profound feeling of continental solidarity, 
nobly personified in the character of President Roose- 
velt, which shall lead us, through the sacrifices that 
await us in our determination to remain a democratic 
and free people, to final victory. 

Please accept, dear Dr. Bainbridge, and transmit 
to our colleagues in America, my most sincere grati- 
tude for this honor which I have very happily accepted 
as a homage to my beloved country. 


The committees appointed at the previ- 
ous meeting by the International President 
were unanimously approved by the House 
of Delegates. 


Application, acceptance and ratification 
of the following chapters were unanimously 


approved: 


Venezuelan Chapter. 
Cuban Chapter. 
Hondurean Chapter 
Argentinian Chapter. 
Panamanian Chapter. 


There being no further business to trans- 
act, the meeting was adjourned. 











E are pleased to present a pen pic- 

W ture of His Excellency, Ali Ibra- 
him Pascha, Vice-President of the 
International College of Surgeons. This dis- 





Dr. Ali Ibrahim Pascha, Cairo, Egypt, Vice-Presi- 
dent, I. C. S. 


tinguished surgeon was born in Alexandria, 
Egypt, on October 10, 1880. He was grad- 
uated in 1901 from the School of Medicine 
in Cairo. In 1928 he received the degree of 
F.R.C.S. (Hon.), England, and in 1930 the 
degree of M. Ch. (Hon.), M.D. (Hon.), 
from the Egyptian University. 

Ali Ibrahim Pascha has been the recipient 
of countless honors dating from 1903. His 
first distinction was the title of Fifth Me- 





Ali Ibrahim Pascha 


jidiah bestowed upon him in Turkey. The 
first, second and third orders of Bey fol- 
lowed in 1913 and 1917 in Egypt. In 1925 
the Order of Merit (second class) was be- 
stowed upon him in Lebanon, in 1930 that 
of Pasha in Egypt. The following year he 
was honored with the Great Star of Ethi- 
opia of Abyssinia. In 1935 he was made 
Commandant of the Legion of Honor of 
France, and received the Order of Merit 
(first class) in Syria. 

Two years later he was honored with 
the Grand Cordon of the Order of the Nile 
of Egypt, the Phenix Grand Cross of 
Greece and the Grand Order of St. Laurice 
and St. Lazare of Italy. In 1938 the Cross 
of Merit of the Order of the German Eagle 
(first class) of Germany, and in 1939 the 
titles and decorations of Knight Command- 
er of the British Empire and Grand Cordon 
Hamayoni of Iran were conferred upon 
him. Honorary tributes still continued, and 
in 1940 Egypt bestowed upon him the title 
of Commander of the Order of Maarif, and 
1941 the Grand Cordon of the Order of 
Ismail. 

Ali Ibrahim Pascha has been president of 
the Society for the Care of Destitute Chil- 
dren, president of the Executive Board of 
the Arabic Museum and member of the Al 
Moassat Society of Cairo. 

He has written numerous scientific arti- 
cles, many of which appeared in Arabic, 
six being presidential addresses. His princi- 
pal contributions concern surgery of the 
kidney and the gallbladder and _ surgical 
treatment of tuberculosis, bilharzia and oth- 
er complications. 

The above accomplishments represent 
only the chief milestones in the life of Ali 
Ibrahim Pascha, a noted surgeon, a prolific 
contributor to surgical literature, who en- 
joys the highest esteem of his colleagues. 
We are proud to have him among us. 














Edttortals 





Basic Requirements for Surgical Training 


HE medical graduate now-a-days is 

twenty-six years old, and nearly 

thirty when he has completed his 
hospital internship. This is a fair average for 
the scholastic and hospital training of the 
medical student. There is a gradual and 
constant increase in the requirements for 
premedical and medical training and for 
hospital experience, applying to both intern 
and resident staffs. 

The American College of Surgeons’ pro- 
gram for Minimum Standards on Graduate 
Training in Surgery, in hospitals approved 
by the American College of Surgeons, with 
a junior fellowship in surgery as the ulti- 
mate objective, affords the best basic train- 
ing yet suggested, and dovetails with the 
preparation for diplomate requirements of 
the American Board of Surgery. Following 
this, a hospital affiliation with graded pro- 
motion in well-organized surgical services, 
post-graduate observations in clinical cen- 
ters, preparation and presentation of clinical 
analyses, theses, case reports and statistics, 
essays for publication bearing evidence of 
diversified study and follow-up, constitute 
the activities of the medical man aspiring to 
specialize in general surgery, or in any of 
the branches thereof. 

These are the opportunities open to grad- 
uates who have determined upon a course 
which will bring them ultimately to the 
surgical specialization of their choice. How- 
ever, in qualifying for such promotion by 
specialized experience in surgery, basic re- 
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quirements are often grossly overlooked. 
The fascination of operating-room per- 
formances, interest in bedside training and 
laboratory findings fail to allow for the 
proper training in gross pathology. Yet 
naked-eye recognition of the process of dis- 
ease is the essential equipment for diagnosis 
and a leading factor in surgical judgment. 
More emphasis upon basic anatomy, gross 
and microscopic pathology, and a greater 
number of contacts with clinical material as 
prerequisite to diagnostic accuracy are es- 
sential to the exercise of proper surgical 
judgment. 

The aspirant to surgical training should 
seek early affiliations with his county, state 
and national medical societies, that his at- 
tendance at medical meetings and discus- 
sions may stimulate his literary efforts. In 
this way he will acquire means of ready ref- 
erence to surgical literature, and start early 
in his career to present original papers on 
cases under his observation, papers of the 
quality for publication. The candidate 
should seek admission to the American 
Board of Surgery or boards of surgical spe- 
cialties, and then after an experience of not 
less than ten years, make his application to 
the American College of Surgeons and such 
other national and local surgical organiza- 
tions as may be desirable for his particular 
contacts and purpose. 

Having built up a desirable surgical prac- 
tice or specialty, having contributed to 
medical literature, having connected him- 
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self with one or more accredited hospitals 
and having attained national recognition 
through his writings, the surgeon is now in 
a position to aspire for elevation to interna- 
tional affiliation in the International College 
of Surgeons. 

Qualifying surgical organizations must of 
necessity encounter a multiplicity of prob- 
lems in the consideration of qualifications 
for candidates for fellowship. First, that 
of those who have acquired dexterity and 
safe technic, performing safely major and 
minor surgical operations, yet who are en- 
gaged in the general practice of medicine 
and surgery. Such men, though practicing 
safe and commendable surgery, are not de- 
voting their time solely to that specialty 
and cannot possibly be recognized as suf- 
ficiently accomplished in the science and 


art of surgery. They possess technical ex- 
perience, and of course technical safety, but 
they are sadly wanting in the basic knowl- 
edge which makes for the exercise of proper 
judgment. Men in small communities prac- 
ticing safe surgery are also in a class by 
themselves. Local limitations and the safety 
and good results of their work must be con- 
sidered in judging their desires for better- 
ment. 

Thus the particular problem confronting 
qualifying local and national boards is how 
to set up a standard by which to judge the 
limitations and handicaps of a great number 
of successful surgeons who lack the basic 
preparation for the exercise of proper, ade- 
quate and efficient surgical judgment. 


DESIDERIO ROMAN 


INTER-AMERICAN EXCHANGE TRAINING 


Professor Herman de las Casas, Dean of the University 
of Caracas, Venezuela, has been appointed Chairman of the 
Inter-American Exchange training activities. Those desiring 


further information please communicate with Professor 


Herman de las Casas, Sarria, Caracas, Venezuela. 














We Should Know Our N eighbors 


VERYBODY has accepted the idea 

that distance has been practically an- 

nihilated by the radio, the airplane 
and television, and that it is no longer pos- 
sible, even if it were desirable, for a group of 
people who have hitherto, in comparative 
isolation, inhabited a certain geographical 
location to live unto and by themselves. 

Formerly most of the traveling for edu- 
cational and cultural purposes was across 
the Atlantic, confined chiefly to continen- 
tal Europe, with an occasional journeying 
into Egypt and the cradle of civilization. 
While no one would, for a minute, discount 
the value of this travel or the advantages of 
European study and the wider outlook re- 
sulting from contacts with older nations, 
we of the United States were shortsighted 
in overlooking notable progress close to our 
own borders. 

Now a devastating war has, at least tem- 
porarily, suspended our contacts with the 
Old World. On reflection we submit this 
to be a blessing in disguise, because it forces 
us to investigate resources of enlightenment 
nearer home and acquaints us with the mu- 
tuality of interests of the countries of the 
Western Hemisphere from the educational 
as well as the economic point of view. 

There is always justification for pride in 
local achievements, and we take satisfac- 
tion when our own community builds a 
modern addition to a college or university 
or erects a hospital a step ahead in structure 
or equipment. However, in our gratifica- 
tion with our own accomplishments we 
should not be blind to the equal, or possibly 
greater, success of our neighbors. We 
would but belittle ourselves were we to 
indulge in the false notion that these suc- 
cesses are limited to our own locality. 
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Granting that it is desirable to develop 
trade relations with other countries of this 
hemisphere, to buy their beef and coffee 
and to interchange commodities in the in- 
terests. of economic welfare, this can be 
done through the mail or by cable. How- 
ever, acquaintance is needed to cement the 
ties of understanding and promote the 
comradeship necessary to a oneness of in- 
terest in pursuits and aims and a reciprocal 
exchange of general and specific knowledge. 

No one would advocate abandoning the 
patriotism that fosters pride in the achieve- 
ments of one’s own countrymen, but to 
harbor: the idea that all future advance is 
the exclusive patent of one’s own country 
betokens a form of arrogance rooted in 
provincialism. After all, progress in the 
various fields of science is almost universal- 
ly the composite accomplishment of persons 
of many countries, and it would be unfair 
to acclaim any particular achievement as 
the work of one man or even one nation. 

It is in the long run productive of good 
for mankind to investigate frankly what 
other nations, especially our neighbors, are 
doing in the various lines of human en- 
deavor. And surely in no field can obser- 
vations prove more directly beneficial than 
in the medical profession, peculiarly in sur- 
gery and hospital technic. 

The recent Assembly of the International 
College of Surgeons in Mexico City 
brought home to us the knowledge that we 
had missed much by narrowing our inter- 
change of ideas. It is highly regrettable that 
in the past we in the United States shrug- 
ged our shoulders at the capabilities of our 
neighbors, while they in turn shrugged 
their shoulders at us. 

The resulting misunderstanding and in- 
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‘difference caused Latin Americans to travel 
to countries other than ours for surgical 
training, while we lost out on a better 
understanding and a finer esprit de corps, 
as well as the advantages which would have 
been bound to result from a concurrence 
in effort. 

While in Mexico City the writer was 
impressed with the excellent facilities of 
the Railroad Hospital, which is the last 
word in construction and equipment; with 
the magnitude of the Military Hospital just 
nearing completion; with the splendid tal- 


ents of the surgeons. At the meetings the 
excellent papers on various surgical topics 
from representatives of every part of Latin 
America showed the fallacy of standing 
apart and the advisability of close coopera- 
tion. 

These neighbors of ours presented many 
ideas and methods which were refreshing 
to us. They are thirsty for knowledge and 
well qualified to give generously in ex- 
change for any information we may impart 
to them. 

Max THorek 


ANNUAL PRIZE ESSAY ON ANESTHESIA 


$250 and a Gold Medal for the 
Best Essay on Anesthesia 


(Grant of Anglo-French Drug Companies of New York and Montreal, Canada) 


CoMMITTEE OF AWARDS 


Dr. André Crotti, International Past President 
Dr. Rudolf Nissen, International Vice-President 
Dr. Frederick M. Douglass, Past President, U. S. Chapter 
Dr. A. Mario Dogliotti, Catania, Italy 





Essays should be sent to the International Executive Secretary, Dr. Max Thorek, 
850 W. Irving Park Blvd., Chicago, Ill. They must be typewritten in English, 
in manuscript form, double spaced, and must not exceed 5,000 words in length. 


The original must be accompanied by four carbon copies. 











The President's Page—United States Chapter 


T is generally admitted that the Inter- 
] national Assembly recently held in 

Mexico City was a signal success, af- 
fording evidence of the widespread inter- 
national interest in and far-reaching objec- 
tives of the International College of Sur- 
geons. 

We are fortunate in being able to con- 
tinue the international contacts made at the 
Assembly through the extensive visit of our 
fellow member and International officer, 
Captain William Seaman Bainbridge. At the 
conclusion of the Scientific Sessions of the 
International Congress in Mexico City, Dr. 
Bainbridge started on a diplomatic mission 
on behalf of the United States government 
which will take him to all the Central and 
South American capitals. 

I saw in this mission of Dr. Bainbridge 
an opportunity seldom available to send a 
message to our fellow members of the Col- 
lege in all Central and South American 
countries. I therefore requested him, on be- 
half of the College, to make himself known 
not only to the Members and Regents of 
our organization, but to such medical 
groups, societies and academies as may de- 
sire information concerning the origin of 
the International College of Surgeons and 
the objectives and ideals which it serves. 

From Mexico Dr. Bainbridge traveled to 
Guatemala, El Salvador and Honduras. On 
August 30 he was welcomed at the air field 
in Managua, Nicaragua, by our Honorary 


Fellow and National Regent, Dr. Juan José 


Martinez, by leading members of the surgi- 


cal profession in that city and by represen- 
tatives of the national government and vari- 
ous diplomatic staffs. During his three days’ 
stay in the capital of Nicaragua, Dr. Bain- 
bridge was widely entertained, diplomatic- 
ally and professionally, in keeping with his 
double professional and diplomatic mission. 


-On behalf of the International College of 
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Surgeons and its Council, Dr. Bainbridge 
presented Dr. Martinez with the Honorary 
Diploma and Medal of the College, at a 
function prepared for that purpose at the 
Presidential Palace in Managua. Present 
were President and Senora Somoza, mem- 
bers of his cabinet, the Minister of the 
United States and his staff and members of 
the medical profession. 

After leaving Nicaragua, Dr. Bainbridge 
was most cordially received in San José, 
Costa Rica. On behalf of the International, 
College of Surgeons and its Council, Dr. 
Bainbridge presented our colleague, Hon- 
orary Fellow of the International College 
of Surgeons, His Excellency, Dr. Calderon 
Guardia, with a Diploma and Medal of 
Honorary Fellowship and with the Na- 
tional Regency of the College for Costa 
Rica. This was also a formal function. Fol- 
lowing this, Dr. Bainbridge was entertained 
by the Academy of Surgery of Costa Rica, 
under the presidency of Dr. Vincente 
Castro Cervantes, one of the leading sur- 
geons of Costa Rica, head of a fine hospital, 
a man of wide influence, looked up to by 
the younger men of the profession. He ex- 
pects to attend the Clinical Congress of the 
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American College of Surgeons next month. 
At this gathering the President of Costa 
Rica appeared with singular simplicity in 
his capacity as a surgeon and member of the 
Academy. 

From Costa Rica Dr. Bainbridge went to 
Panama and Colombia, and next to all the 
capitals of western South America. Early in 
October Dr. Bainbridge was received by 
the surgical profession of Argentina, espe- 


cially by Fellows of the Argentina Chapter 
of the International College of Surgeons, 
who had been advised of his forthcoming 
visit. 

At a later date we shall be able to give 
our membership further details of the visit 
of our Ambassador of Good Will, Dr. 
Bainbridge, who will be absent from this 
country for several months. 

DESIDERIO ROMAN, M.D., PRESIDENT 


A SURGEON’S ASPIRATION 


To do without thought of winning or achieving; to serve 
without consideration of gratitude or recognition; to assist 
rather than command; to be overreached rather than to over- 
reach or fail in confidence; to take the full burden of re- 
sponsibility and discharge the last iota of personal and social 
obligation rather than negotiate the maximum of economic 
supremacy; to accept the task and opportunity of the day 
and ask only strength and skill to do it well; to complain of 
nothing; to be a constant lover and steadfast friend; to hate 
the sordid and the evil without bitterness toward the evildoer; 
to meet the inexorable with fortitude and accept the ministry 
of loneliness, silence and regret with patient determination; 
to live openly and self-containedly a life of moderation—let 
this and these things be my daily aspiration. 


Bayarp Homes (1910) 








ing 
‘ive 
‘isit 
Dr. 
his 


\NT 











NEWS ITEMS 








Dr. Bainbridge on Official Mission 


Dr. Wm. S. Bainbridge is on an official mission for 
our government to the Central and South American 
Republics, following the Assembly of the International 
College of Surgeons in Mexico City, August 10 to 14. 
He has also been delegated officially, in connection 
with the International Congress of Military Medicine 
and Surgery, to visit those countries south of the 
Rio Grande affiliated with the Congress, which since 
its inception in Belgium in 1921 has held meetings 
every other year, that in 1939 in Washington at the 
invitation of the United States. Other official confi- 
dential duties will keep Dr. Bainbridge away for 
some months. 


Schering Award 


Ten outstanding American endocrinologists and 
authorities in the related fields of medicine and chem- 
istry have agreed to participate in judging the Scher- 
ing Award, according to the Committee on the Scher- 
ing Award of the Association of Medical Students. 
The judges include: H. M. Evans, professor of anat- 
omy and biology, Institute of Experimental Biology, 
University of California. E. C. Hamblen, associate 
professor and chief of the endocrine division, Depart- 
ment of Obstetrics and Gynecology, Duke University 
School of Medicine. R. G. Hoskins, director of the 
Memorial Foundation for Neuro-Endocrine Research, 
Harvard Medical School; editor emeritus of Endo- 
crinology and the Journal of Clinical Endocrinol- 
ogy. F. C. Koch, chairman of the Department of 
Biochemistry, University of Chicago. H. Lisser, clin- 
ical professor of medicine, University of California 
Medical School. E. P. McCullagh, Section on Endo- 
crinology and Metabolism, the Cleveland Clinic. C.:R. 
Moore, professor, Department of Zoology, University 
of Chicago. E. Novak, associate professor of obstet- 
rics, University of Maryland School of Medicine and 
College of Physicians and Surgeons. E. L. Sevring- 
haus, professor of medicine, University of Wisconsin 
Medical School. E. Shorr, assistant professor of med- 
icine, Cornell University Medical College and the 
New York Hospital. 

The Schering Award offers scholarships of one 
year and one-half year to medical students preparing 
the best dissertations on the history of endocrine re- 
search. The object is to encourage the current interest 
in endocrinological developments by offering talented 
medical students a chance to pursue an inquiry into 
the history of endocrine research. All undergraduate 


medical students in the United States and Canada are - 


eligible. Manuscripts will be received up to November 
15, 1941, the awards to be announced in December. 
Further details may be obtained from the Committee 





on the Schering Award, Association of Medical Stu- 
dents, 25 Madison Square North, New York, N. Y. 


Military Surgeons Meeting 


All members of the medical profession are invited 
to the meeting of the Association of Military Sur- 
geons of the United States, to be held October 29 to 
November 1 at the Brown Hotel in Louisville, Ken- 
tucky. A special invitation is extended to members of 
the Medical Defense Committees. Discussions will 
center in recent developments in war medicine and 
surgery necessitated by mechanization of armies and 
civilian air bombardments. The sessions will conclude 
with a mass review of Military Medicine and an in- 
spection of Fort Knox. 

The tentative list of speakers and titles includes: 
Colonel Harold D. Corbusier, Medical Reserve, U. S. 
Army, Presidential Address. Rear Admiral Ross T. 
McIntire, surgeon general, U. S. Navy, “Policies and 
Activities of the Medical Department of the United 
States Navy in the Present National Emergency.” 
Dr. Warren F. Draper, assistant to the surgeon gen- 
eral, U. S. Public Health Service, “Present Policies 
and Activities of the United States Public Health 
Service.” 

Brigadier General Frank T. Hines, administrator, 
Veterans’ Affairs, “Progress of the Part the Vet- 
erans’ Administration is Playing in the National De-° 
fense Program.” 

Major Frank B. Wakeman, Medical Corps, U. S. 
Army, representing Major General James C. Magee, 
surgeon general, Army, “Present Policies and 
Activities of the Medical Department of the United 
States Army.” 

Colonel Robert H. Duenner, Medical Corps, U. S. 
Army, “Medical Service of the Mechanized Forces.” 

Colonel Paul E. Howe, Sanitary Corps, U. S. Army, 
“Nutritional Problems of the Army.” 

Colonel Fred H. Albee, Medical Reserve, U. S. 
Army, “Treatment of Ununited Fractures of Impor- 
tance to the Military Service.” 

Captain Lucius W. Johnson, Medical Corps, U. S. 
Navy, “Medical Service at Remote Naval Bases.” 

Captain William L. Mann, Jr., Medical Corps, U. S. 
Navy, “Medical Arrangements for Combined Opera- 
tions of Land Forces and Sea Forces” (with motion 
pictures). 

Papers will also be given by Major General C. R. 
Reynolds, U. S. Army (Ret.), Brigadier General 
Leigh C. Fairbank, assistant to the surgeon general, 
U. S. Army, Colonel Irvin Abell, Louisville, Ken- 
tucky, Colonel Leonard C. Rowntree, chief of the 
Medical Division, Selective Service System, Colonel 
Raymond A. Kelser, Veterinary Corps, U. S. Army, 
Lieutenant Colonel David N. W. Grant, Office of the 
Chief of the Air Corps. 














Progress in Medicine. By Iago Galdston, M.D., 
with a Foreword by Henry E. Sigerist. Pp. 347. 
New York, London: Alfred A. Knopf, 1940. 


ORE than a history of a century of fast- 

moving progress, this book touches on the 

past, covers the present and even forecasts 
the role of the physician in his future province, where- 
in his efforts, rather than the attempted combat of en- 
trenched diseases, will be directed toward social re- 
forms with their objective the safeguarding of com- 
munal health by means of preventive medicine. 

Fact comes forth as fascinating as fiction as the 
author relates the discovery of microbes by Pasteur, 
the culture and isolation of colonies of germs by 
Koch, the theories of immunization by Ehrlich, and 
other developments leading to present laboratory 
technics. Much has been learned about the value of 
vitamins in supplying nutritive deficiencies and main- 
taining balance in body chemistry, and knowledge is 
growing daily. The study of endocrines is termed “a 
science in the making.” The complexities of this 
mechanistic age are touched upon as the underlying 
cause of many emotional disturbances that lead to dis- 
ease. Included are famous controversies over hypnosis, 
mesmerism and psychoanalysis. Freud’s views are set 
forth with comprehensive clarity. 

This book can be warmly recommended not only to 
the medical man but to the intelligent layman as well. 
It is well written, brimful of instructive, historic 
material and as a whole represents a creditable addi- 
tion to contemporary literature on the subject. 


M. T. 


Men at Their Worst. By Leo L. Stanley, M.D., 
Chief Surgeon, California State Prison, San 
Quentin, with the collaboration of Evelyn Wells. 
Pp. 322. New York: D. Appleton-Century Com- 
pany, 1940. 


titled BAD MEN AT THEIR BEST, since 

it deals with convicts in San Quentin Prison 
who are under the care of the author. It is the story 
of the prison over a period of twenty-seven years, 
and of the life of the author, beginning with boyhood 
and the day he graduated from medical college, “the 
poorest young doctor,” he insists, “that ever grad- 
uated in a borrowed suit.” 

The story is interesting and clear and holds the 
interest of the reader from beginning to end. Yet 
never does it dramatize the sordid nor attempt to dis- 
credit further the discredited. Dr. Stanley introduces 
one convict after another who sought to outsmart the 
law and found themself outsmarted. Nobility, heroism, 
even a keen sense of justice, battle with baser im- 
pulses in “men at their worst.” Dr. Stanley tells of 
the Chinese convict, serving time for murder, who 
became a trusted servant and whose devotion to the 
young wife of the author was so great that when 


M« AT THEIR WORST might well be 
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she became a victim of tuberculosis he refused to 
leave her side at the end of his sentence, but remained 
faithfully attending her minutest wants until the end. 

The author has much to say regarding capital pun- 
ishment. He does not believe it is as great a deterrent 
of crime as is commonly supposed. Many of the 
world’s worst killers have gone through the hands of 
Dr. Stanley—one known as “Bluebeard,” who con- 
fessed the murder of seven wives and conveniently 
“forgets” the fate of twenty others whom he married 
and could not account for. The author points out that 
wider legal powers granted to physicians would pre- 
vent many crimes of this nature. Sex crimes of the 
very old and very young be believes to be largely 
preventable, by sterilization for the senile and by 
gland implantations. 

Dr. Stanley has wrought a miracle of sanitation, 
scientific achievement and human betterment in the 
grim, foreboding structure which was San Quentin 
the day he entered it. 

B. CG; 


Infections of the Hand. By Lionel R. Fifield, 
F.R.C.S. (Eng.), and Patrick Clarkson, F.R.C.S. 
(Eng.), late Surgical Registrar and First Assist- 
ant and Demonstrator of Anatomy, London Hos- 
pital, and Surgical Tutor, Guy’s Hospital. With 
57 illustrations, 8 plates. New York: Paul B. 
Hoeber, 1939. 


intended for students, house-officers and _practi- 
tioners. I believe he should include the general 
surgeon as well. 

The chapter on anatomy is outstanding, and is un- 
usually well illustrated. All the illustrations are most 
instructive, especially that showing iniquitous  inci- 
sions. 

There is an excellent diagram showing the so- 
called intermediate space. To avoid confusion it would 
have been well to bring out the fact that this is the 
lumbrical space of Kanavel, and is also referred to 
as the commisural space of Islen. 

The repacking of a wound is discussed by the 
authors. It is our opinion that frequent repacking 1s 
a dangerous procedure, not to be undertaken lightly. 
In the diagnosis of thenar space infection, great stress 
should have been placed on the loss of concavity of 
the first finger web, and an illustration showing this 
feature would not have been amiss. The reviewer feels 
a little more emphasis should be placed on soap and 
water and a little less on iodine. In the discussion on 
ligation, it should have been pointed out the radial 
artery must be ligated as well as the ulnar artery in 
order to stop bleeding from the superficial volar arch. 

This book cannot be praised too highly. It is a 
coincidence that one of the authors (Lionel Fifield) 
was killed in an automobile accident, and oddly 
enough Kanavel met his death in the same way. 


PP. 


E the preface the author states that this book is 
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Foreign Bodies Left in the Abdomen. By Harry 
S. Crossen, M.D., and David F. Crossen, LL.B., 
of the Schools of Medicine and Law, respective- 
ly, Washington University. Cloth. Price, $10. 
Pp. 762, with 212 illustrations. St. Louis: C. V. 
Mosby Co., 1940. 


been anticipating a book of this kind. All of the 

reported cases, with discussions of their diag- 
noses, treatment and prevention are listed by the medi- 
cal author. The legal author lists all the cases that 
have come to appellate trial, discusses the decisions 
and outlines the responsibilities of the physician. The 
medical chapters contain much sound advice and the 
legal chapters are well written and analytical; to- 
gether they make up a book which every surgeon and 
every lawyer will wish to include in his library. The 
chapter devoted to damages is most instructive. 

The several hundred surgical cases reported con- 
cern sponges, forceps and other articles left in the 
abdomen, swallowed articles in the abdomen, articles 
left in extraperitoneal operations and foreign bodies 
after other operations. There are instances of mal- 
ingering, in which patients have tried to simulate 
foreign objects left in the body. 

The medical author discusses the best way to avoid 
danger of leaving sponges in the abdomen. The most 
important in his opinion is to let no emergency break 
the sponge technic used in the particular hospital in 
which one is operating. For example, never cut a 
sponge in half unless this is the practice in the par- 
ticular hospital. 

The book is well written and is highly recommend- 
ed for the surgeon as well as the lawyer. — 


B= the medical and the legal professions have 


The Role of the Liver in Surgery. By Frederick 
Fitzherbert Boyce, B.S., M.D., Diplomate of the 
American Board of Surgery, F.A.C.S. Spring- 
field, Illinois: Charles C. Thomas, 1941. 


of the subject and its literature. A rather inter- 


, 


Te: work is a thoroughly comprehensive study 


esting new concept of so-called “liver deaths’ 
is presented on page 37. The author stresses the fact 
that hepatic damage always precedes kidney damage. 
If the patients who die promptly following operation 
from a hyperpyrexia could be kept alive they would 
show the same kidney changes as the patients who 
succumb later. The author points out that spinal as 
well as any other anesthetic acts deleteriously on 
liver function. Liver function tests, especially Quick’s 
hippuric acid test and its modifications, are thorough- 
ly discussed. The results of Quick’s test in Banti’s dis- 
ease are recorded. Since the present concept of Banti’s 
disease is still unsettled, it would be well to have in- 
cluded the author’s views on this clinical entity. Chap- 
ter 7 on “The Liver Weakling” is excellent and 
Should be read by every surgeon. Hemorrhagic dia- 
theses are very thoroughly discussed. All in all, the 


work is timely and should find its way into the . 


library of every progressive medical man. It is thor- 
oughly indexed and appended. pT 
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Taber’s Cyclopedic Medical Dictionary, Including 
a Digest of Medical Subjects: Medicine, Surgery, 
Nursing, Dietetics, Physical Therapy. By Clar- 
ence Wilbur Taber and 14 Associates, Cloth. 
Price, thumb-indexed $3.00, plain $2.50. Pp. i 
with 275 illustrations. Philadelphia, 1940, F. 
Davis Company. 


ing. With nearly 1,500 pages of easily legible 

type, the book nevertheless fits into an over- 
coat pocket. On the surgeon’s desk it occupies very 
little space. 

It is not merely a dictionary, it is also a cyclopedia 
and fully justifies its name. Taber and his associates 
have done a fine job, one that every physician, medi- 
cal student and nurse will enjoy having at hand, It 
is as much a dictionary of medical subjects as it is a 
comprehensive medical lexicon; as such, it is inval- 
uable. Containing 50,000 words, which include up-to- 
the-minute terms and drugs, its use will save many 
hours of research on innumerable subjects not usually 
treated in medical dictionaries, however cumbersome 
they may be. It really cannot be compared with any 
other book in its field. 

Both the editor and the publishers are to be con- 
gratulated on the result of their labor. In every sense 
of the word, this little volume is indispensable to the 
medical man, the student and the nurse, and the price 
is remarkably low. 


Tie: is a remarkable specimen of book publish- 
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Contributions of the Arabs to Surgery, by Dr. Wil- 
liam Nimeh, Mexico. 

Cerebral Angiography in the Diagnosis of Intra- 
cerebral Lesions, by Dr. Jesus M. Sanchez-Perez, 
Montreal, Canada, and Madrid, Spain. 

Vitamin “K” in Surgery, by Dr. Oscar L. de Goy- 
coechea and Alejandro Martin, Cordoba, Argentina. 

The Concept of Abdominal Tumors, by Dr. Pablo 
L. Mirrizzi, Cordoba, Argentina. 

Three Cases of Total Esophagoplasty, by Dr. Dario 
Fernandez Fierro, Mexico, D.F 

A Case of Lipoma on the Thoracic Surface of the 
Diaphragm, by Dr. Mario Vergara Soto, Mexico, 
D.F. 


The Pelvis of Women of Oaxaquena, by Dr. Manuel 
C. Landero, Oaxaca, Mexico. 

Arterial Administrations of Sulfanilamide, by Dr. 
Eurico Branco Ribeiro, Sao Paulo, Brazil. 

Gastro-pyloro-duodenoectomy—Preferred Method in 
the Treatment of Gastroduodenal Ulcers, by Dr. 
Mario Quifiones, Mexico. 

Gastric Surgery, by Dr. Octavio Rojas Avendano, 
Mexico, D.F. 

Selective Treatment of Old Fractures of the Neck 
of the Femur, by Dr. Herman de las Casas, Caracas, 
Venezuela. 

Pre- and Postoperative Treatment in Abdominal 
Surgery as Practiced in the Hospital of Aguadulce 
(1932-41), by Dr. Rafael Estevez, Panama. 

Skull Fractures in Children, by Dr. Francisco 
Grafia, Lima, Peru. 

Experimental Total Pneumonectomy, by Dr. Julian 
Gonzales Mendez, Mexico, D.F. 

Treatment of Fractures of the Lower Third of the 
Radius by Means of the Ledon-Gonzalez Traction 
Apparatus, by Dr. Alfredo G. Garcia, Havana, Cuba. 

Sexual Function Following Prostatectomy, by Dr. 
Hans Goldmann, Regucigalpa, Honduras. 

Surgical Treatment of Mammary Ptosis, by Dr. 
Ramon Palacio Posse, Buenos Aires, Argentina. 

Experiences in Total Hysterectomy, by Dr. Antonio 
R. Diaz, Cuba 

A Modification of the Technic of Pneumoventricu- 
lography, by Dr. M. Vazquez, Mexico, D.F. 

Surgery of the Suprarenals in Relation to Diabetes 
Mellitus, by Drs. Manuel A. Manzanilla and Fran- 
cisco F. Garcia, Mexico. 

The Diagnosis and Treatment of Mucous Prolapse 
of the Rectum, by Dr. Harry E. Bacon, Philadelphia, 
Pennsylvania. 

Cancer as It Stands Today (original research), by 
Dr. André Crotti, Columbus, Ohio. 

Reduction of Operative Mortality in Intercranial 
Tumors, by Dr. Rudolph Jaeger, Denver, Colorado. 

Spinal Anesthesia and Its Use by the Continuous 
Method, by Dr. D. C. Enloe, Sherman, Texas. 


Papers to Appear in the Journal of the 









International College of Surgeons 


Architectonic Surgery of Bones, by Dr. Alfonso O. 
Tirado, Mexico, D.F. 

Surgical Observations on the Treatment of Gastro- 
duodenal Ulcers, by Dr. Antonio J. Castillo, Caracas, 
Venezuela. 

The Treatment of Cancer of the Larynx, by Dr. 
A. H. Roffo, Buenos Aires, Argentina. 

Compressed Fractures of the Spine, by Dr. W. P. 
Sammons, Wheeling, West Virginia. 

Treatment of Cancer of the Penis, by Drs. Angel 
H. Roffo and Gjillermo Iacapraro, Buenos Aires, 
Argentina. 

The Changing Pattern of Collapse Therapy in the 
Treatment of Tuberculosis, by Dr. Moses Behrend, 
Philadelphia, Pennsylvania. 

Advances in Heart Surgery, by Dr. Rudolf Nissen, 
New York City. 

The Open Surgical Treatment of Tuberculous Cer- 
vical Abscesses with Skin Involvement, by Mr. Ham- 
ilton Bailey, F.R.C.S., England. 

Objectives in Saegury of the Biliary Tract, by Dr. 
F. M. Douglass, Toledo, Ohio. 

Reduced Temperatures in Surgery, by Dr. Lyman 
W. Crossman, New York City. 

The Treatment of Fibroid Tumors of the Uterus, by 
Dr. Ernesto R. De Aragon, Havana, Cuba. 

Cerebral Conductivity, by Dr. Antonio de M. Bal- 
vanera, Mexico, D.F. 

Ten Years’ Experience in the Surgical Treatment 
of Pulmonary Tuberculosis, by Dr. Gésta Lundh, 
Landskrona, Sweden. 

Local Anesthesia in Operations by the Vaginal 
Route, by Dr. Ernesto R. De Aragon, Havana, Cuba. 

Orthopedic Procedures in Therapeutically Induced 
Cerebral Shock, by Dr. Leonard D. Frescoln, Phila- 
delphia, Pennsylvania. 

Empyema Thoracis: Complicating Pneumococcus 
Pneumonia, by Dr. Italo F. Volini, Chicago, Illinois. 

Recent Achievements in Surgery of the Esophagus, 
by Dr. Rudolf Nissen, New York City. 

Hemorrhagic Problems in Child Surgery, by Dr. 
I. Newton Kugelmass, New York City. 

Series of Cases of Ewing’s Tumor in Children, by 
Dr. Custis L. Hall, Washington, D. C. 

Epithelial or Esser Inlay, by Dr. J. F. S. Esser, 
Monaco, France. 

Mexican Medical History: Treatment of Major 
Deformities, by Dr. Aureliano Arrutia, San Antonio, 
Texas. 

The Treatment of Mastosis with Foliculine, by Dr. 
Eduardo Bello, Lima, Peru. 

Treatment of Extensive Vesical Fistulas, by Dr. 
Alejandro J. Pavlovsky, Buenos Aires, Argentina. 

Electrosurgical Treatment of Cancer of the Rectum, 
by Drs. A. H. Roffo and Felipe A. Carranza, Buenos 
Aires, Argentina. 




















Treatment of Cancer of the Breast, by Drs. A. H. 
Roffo and A. Emanuel, Buenos Aires, Argentina. 

Physiopathology of the Biliary System, by Dr. 
Pablo L. Mirrizzi, Cordoba, Argentina. 

Tuberculosis of the Cecum, by Dr. Juan M. Allende, 
Cordoba, Argentina. 

The Surgical Treatment of Nicholas Favre Disease, 
by Dr. Alfredo Borjas, Caracas, Venezuela. 

A Modified Technic of Left Iliac Colostomy, by Dr. 
Ricardo B. Gonzalez, Caracas, Venezuela. 

Cataract Operation, by Dr. A. Torres Estrada, 
Mexico, 

Modifications of the Cyclodialysis Operation of 
Heine, by Dr. A. Torres Estrada, Mexico, D.F. 

The Story of the Artificial Eye, by Dr. Theodore 
J. Dimitry, New Orleans, Louisiana. 

Dacryocystorrhinoplasty, by Dr. José Gomes-Mar- 
quez, Honduras. 

The Barraquer Operation of Phaco-eresis, by Dr. 
José Gomez-Marquez, Honduras, 

Ocular Infections of Dental Origin, by Dr. Matias 
Carrasco de Mier, Mexico, D.F. 

Our Present Knowledge of Cataracts, by Dr. Mar- 
vin J. Blaess, Detroit, Michigan. 

Prophylactic Treatment of Dental Malocclusions, by 
Dr. José J. Rojo, Mexico. 

Argumosa’s Contribution to Palpebral Facial Sur- 
gery Attributed to Others, by Dr. M. Marquez, Ma- 
drid, Spain. 

Modified Barraquer Suction Cataract Operation, by 
Dr. Marvin J. Blaess, Detroit, Michigan. 

Clinical Aspects of Cataract Operation, by Dr. M. 
Marquez, Madrid, Spain. 

Indications for the Employment of Medriatics and 
Myotics in Corneal Perforations, by. Dr. M. Mar- 
quez, Madrid, Spain. 

Epidemics in War, by Drs. Conrado Zuckermann 
and Miguel E. Bustamente, Mexico. 

Simplified Technic in Dacryocystorrhinostomia, by 
Dr. A. Torres, Estrada, Mexico. 

Treatment in Acute Otomastoiditis, by Dr. Luis 
Martin Gromaz, Mexico, D.F. 

Treatment of Acute Pancreatitis, by Drs. Juan M. 
Allende and Oscar de Goycoechea, Cordoba, Argen- 
tina, 

Treatment of Ulcers of the Stomach, by Dr. Max 
Einhorn, New York City. 

Peritoneoscopia, by Dr. William Y. Lee, Philadel- 
phia, Pennsylvania. 

Ideal Cholecystotomy, by Dr. Eurico Branco Ri- 
beiro, Sao Paulo, Brazil. 

Closure of Large Defects of Lower Lip and Chin 
with Flaps from the Immediate Neighborhood, by Dr. 
Hans May, Philadelphia, Pennsylvania. 

Closure of Incised and Lacerated Skin Wounds, by 
Dr. George I. Miller, Brooklyn, New York. 

Pentothal Sodium Intravenous Anesthesia, by Dr. 
Fred F. Rudder, Atlanta, Georgia. 

Cystometrography in 1941, by Dr. A. I. Wallinsky, 
Toronto, Canada. 

The Treatment of Cancer of the Rectum and 
Rectosigmoid, by Dr. Frank H. Baehr, Springfield, 

io. 
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Tumor Formation in the Mineral, Vegetable and 
Animal Kingdoms, by Dr. William S. Bainbridge, 
New York City. 

Medical versus Surgical Treatment of Essential 
Hypertension, by Dr. James H. Hutton, Chicago, IIli- 
nois. 

Peritonitis: Special References to Ruptured Ap- 
pendices and Instillation of Sulfanilamide into the 
Peritoneal Cavity, by Dr. D. C. Enloe, Sherman, 
Texas. 

The Place of Plication in the Treatment of Peri- 
tonitis, by Dr. Thomas B. Noble, Jr., Indianapolis, 
Indiana. 

Management of Patients with Chronic Gastric Ulcer, 
by Mr. Rodney Maingot, London, England. 

Observations and Problems on Operation for Le- 
sions of the Semilunar Cartilage, by Dr. Felix Mandl, 
Jerusalem, Palestine. 

Hematoma Intracerebral por Traumatismo de 
Craneo, by Dr. Maximo A. Karlen, Montevideo, Uru- 
guay. 

El Diagnostico del Cancer Gastrico Incipiente, by 
Prof. Domingo Prat, Montevideo, Uruguay. 

Extraperiosteal Pneumothorax, by Drs. Maxwell 
F, White and Charles P. Bailey, Philadelphia, Penn- 
sylvania. 

Some Observations and Deductions Based on Pres- 
ent-Day Applications of Chemotherapy in the Practice 
of Surgery, by Dr. Benjamin I, Golden, Elkins, West 
Virginia. 

The History and Development of Gastrostomy, by 
Dr. Max Thorek, Chicago, Illinois. 

The Diagnosis and Treatment of Acute Pancreatic 
Disease, by Dr. Felix Cunha, San Francisco, Califor- 
inia. 

Transverse Wire Extension, by Prof. M. Kirsch- 
ner, Heidelberg, Germany. 

Technic of Electrocoagulation of the Gasserian 
Ganglion in the Treatment of Trigeminal Neuralgia; 
by Prof. K. H. Bauer, Breslau, Germany. 

The Justification of the Combined Thyroid-Thymus 
Operation in Graves’ Disease, by Prof. Hans von 
Haberer, Cologne, Germany. 

The Exclusion Operation in Nonresectable Ulcer of 
the Duodenum, by Dr. O. Nordman, Berlin, Germany. 

Delayed Healing of Fractures of the Bones, by Drs. 
L. Schonbauer and A. Gisel, Vienna. 

Immobilization by Surgery of Osseous and Pul- 
monary Tuberculosis, by Dr. Fred H. Albee, New 
York City. 

The Biophysiological Considerations in Treatment 
of Fracture of the Hip, by Dr. Fred H. Albee, New 
York City. 

Surgical Technic in Cancer of the Breast, by Dr. 
W. S. Bainbridge, New York City. 

Surgery of the Aged, by Dr. E. F. Boyd, Los 
Angeles, California. 

Experience with Silk in General Surgery, by Dr. 
R. V. Byrne, Los Angeles, California. 

Surgery of the Prostate, by Dr. W. J. Carson, Mil- 
waukee, Wisconsin. 

Continuous Spinal Anesthesia in Relation to Upper 
Abdominal Surgery, by Dr. E. G. Joseph, Jerusalem, 
Palestine. 
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Testicular Hormones and Their Influence on Pros- 
tatic Hypertrophy, by Dr. N. Kook, Jerusalem, Pal- 
estine. 

Practical Considerations of Chorioepithelioma, by 
Dr. L. J. Ladin, New York City. 

Backward Displacement of Thoracic and Lumbar 
Vertebrae, by Dr. Ernest Lyon, Jerusalem, Palestine. 

Individual Audiograms Versus Mass Testing as a 
Means of Detecting Hardness of Hearing, by Dr. Sol 
Malis, Los Angeles, California. 

Pseudo-Tumors in the Synovial Membrane of the 
Knee Joint, by Dr. H. Milwidsky, Jerusalem, Pales- 
tine. 

Object and Value of Preoperative and Postoperative 
X-ray Treatment in Carcinoma of the Breast, by Dr. 
G. E. Pfahler, Philadelphia, Pennsylvania. 

Effect of Sympathectomy on Blood Volume in 
Thrombo-Angiitis Obliterans, by Drs. Rachmilewitz 
and Wolman, Jerusalem, Palestine. 

Teaching Methods in the Department of Oncology 
of Hahnemann Medical College and Hospital, by Dr. 
Stanley P. Reimann, Philadelphia, Pennsylvania. 


Surgical Pathfinders, by Dr. H. J. Sims, Denver, 
Colorado. 

Restoration of Walking Capacity after Paralysis 
of Trunk and Leg Muscles, by Dr. E. Spira, Tel- 
Aviv, Palestine. 

On Pituitary Gland Transplantations, by Dr. Georg 
Wolfsohn, Jerusalem, Palestine. 

Ovarian Tumors with Hydrothorax, by Dr. Bern- 
hard Zondek, Jerusalem, Palestine. 

Scalenus Anticus Syndrome, by Drs. Bernard D, 
Judovich and William Bates, Philadelphia, Pennsyl- 
vania. 

Malignant Melanoma, by Dr. Frank E. Baehr, 
Springfield, Massachusetts. 

Bacillus Fecalis Alcaligenes Abscess, by Drs. Carl 
Pohl and Sydney W. Raymond, Chicago, Illinois. 

Gastric Surgery, by Dr. Octavio Avendano, Mexi- 
co, D. F. 

A New Technic of Thoracoplasty Via the Axillary 
Route, by Dr. Mario Vergara Soto, Mexico, D. F. 


1942 ANNUAL ASSEMBLY 
UNITED STATES CHAPTER 


The next Annual Assembly of the United States Chapter 
of the International College of Surgeons will be held in 
Denver, Colorado, July 15 through July 18, 1942. 








